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EPIDEMIOLOGY OF LEAD POISONING 
A. J. LANZA, M.D. 


Assistant Medical Director, Metropolitan Life Insurance Company 
NEW YORK 

The use of lead is so widespread throughout all civi- 
lized countries that lead poisoning continues to be a 
matter of concern to the physician and the public health 
official As new processes are evolved in industry and 
new materials devised for general consumption, so does 
lead poisoning continue to appear under new and some- 
times strange circumstances. For centuries the origins 
of lead poisoning, its nature, its varied forms, the action 
of lead in the body, the treatment and the prevention of 
lead poisoning have all occupied the men of science and 
the men of industry and the last word has not yet been 
spoken. 

Lead poisoning may well be thought of as a counter- 
part of syphilis not only in the variety of its effects 
on the human system but in the manner in which it may 
be dormant and unsuspected in the tissues for years, 
apparently innocuous, until some alteration in the 
metabolic processes liberates it with unimpaired venom. 
Like syphilis, it is a contributing cause of many a death 
for which it does not receive its rightful share of the 
blame. 

Lead may gain entrance to the body through the 
respiratory system by inhalation, through the gastro- 
intestinal system by ingestion, and through the skin. 
It is doubtful whether skin absorption of inorganic lead 
compounds ever takes place except when the skin is 
damaged by inflammation or wound. While cases have 
been reported due to the application of lead-containing 
medication to ulcerated or damaged skin, this form of 
entry is of little practical interest. Organic lead com- 
pounds, such as tetra-ethyl lead, will penetrate the skin 
and their employment is guarded by carefully devised 
precautions. 

Recently Fairhall and Heim! published the results 
of their study of lead weighted silk fabrics and found 
no evidence of absorption even when the fabric was 
worn next to the skin and under extreme conditions of 
activity and perspiration. 

Inhalation and ingestion are the two routes by which 
lead gets into the system, and the first is the more 
important. Most of the industrial exposure arises from 
dust and fumes that are breathed into the lungs and 
upper respiratory tract, where absorption and excretion 
involve entry into the systemic circulation. Lead that 
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is ingested may be excreted unchanged and, even if 
absorbed, may be carried to the liver and excreted in 
the bile.* In the main, industrial poisoning is due to 
inhalation and nonindustrial poisoning to ingestion, 
though there are, of course, exceptions. 

Water supplies conducted through lead pipes have 
been an important source of community poisoning. In 
a study of 102 lead-conducted water supplies in New 
England, 24 per cent of 253 individuals examined were 
found to be lead poisoned. This study indicated that 
the greater the carbon dioxide content of the water, the 
more readily lead was carried into solution. The 
authors of this investigation concluded that the daily 
ingestion of 0.1 mg. of lead over a period of eight and 
one-fourth years caused poisoning.* In the Bulletin of 
the United States Public Health Service for July 28, 
1932, the statement is made that “No water to be used 
for drinking purposes should contain the equivalent of 
one-half part lead per million water.” An English study 
showed that the infant mortality in an area exposed to 
lead-contaminated water fell from 134 to 56 when the 
water was treated to prevent the lead going into solu- 
tion. Epidemics of lead poisoning from water supplies 
have been reported from England,’ France,® Germany * 
and other countries. 

Numerous instances have been reported both in this 
country and in England of lead poisoning due to home 
fermenting and distilling of wines, beers, ciders and 
similar beverages in utensils glazed with a lead com- 
pound. As with water, the acid content of these bever- 
ages causes the trouble; the resultant chemical action 
liberates the lead from the glaze and it goes into solution 
in the beverage.* 

Other interesting and important epidemics of poison- 
ing have occurred from time to time to bear witness to 
the ubiquity of lead and to the strangeness of the cir- 
cumstances under which it may manifest itself. A series 
of cases of lead poisoning was reported from Austria 
in 1931. Lead was used to counterbalance a grinding 
wheel in a flour mill, with the result that the flour was 
impregnated with fine particles of metallic lead, poison- 
ing a number of people.? The use of snuff has been 
identified with lead poisoning, the source of the lead 
being the metallic foil in which the snuff is wrapped.*® 
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One of the strangest occurrences was lead poisoning 
in a number of Baltimore families caused by the use 
of discarded storage battery cases for fuel.'’ There 
were forty cases with several of severe encephalopathy 
among the children. A similar instance in Nashville, 
Tenn., involved five families and fourteen children.’? 

One of the most interesting of all the chapters on 
lead poisoning is that dealing with ocular neuritis among 
children. In 1897 Dr. Lockhart Gibson of Queensland, 
Australia, published a paper on this subject, referring 
to two previous reports in 1892.'° Dr. Gibson followed 
up this subject for forty years, reporting cases and 
endeavoring to trace the source of infection. The gen- 
eral conclusion was that the Queensland cases were due 
to lead paint on verandas and railings where the children 
played.* Recently similar cases have been described 
in this country.’ In Japan, the use of lead-containing 
toilet powders has caused widespread lead poisoning 
in both infants and mothers.'® 

It is not possible to describe or even to enumerate, 
in a paper of this length, all the varied industrial proc- 
esses in which lead is used and the circumstances wherein 
lead poisoning may arise. Their number is legion. 

Unfortunately, also, there is but little statistical infor- 
mation on the mortality from lead poisoning and none 
with respect to morbidity. In no year since 1920 have 
there been as many as 150 cases of death from lead 
poisoning reported in the registration area of the United 
States. In 1930 there were 101 cases; in 1931, 111. 
Half of the 1930 patients were painters.’’ These 
reports are based on death certificates, and there is 
no doubt that many cases of lead poisoning are reported 
as nephritis or other organic diseases, with no mention 
of the underlying cause. The Joint Occupation Study ** 
(a life insurance undertaking ) showed, for house paint- 
ers, on the basis of 61,000 life years, 249 actual deaths 
from all causes, which was 22 per cent in excess of the 
expected. This excess was reckoned on the basis of 
ordinary policyholders, corrected for age groups and 
sex. Aside from this meager information, there is little 
worth recording. 

The following summary refers to the main classifica- 
tion of industries and processes in which lead is a 
hazard: 

1. Lead mining when lead is in the form of soluble carbon- 
ates or other soluble salts. It is doubtful whether any appre- 
ciable amount of lead poisoning occurs when the ore is galena 
(lead sulphide). 

2. Lead smelting and refining. 

3. Handling and fabrication of metallic lead: 

(a) Manufacturing of lead articles of all kinds (poiscn- 
ing due to formation of lead oxide on surface of 
metallic lead). 

(b) Handling metallic lead in hot processes, lead burning, 
soldering, lead tempering, plumbing. 

(c) Brass and other founding in which lead is used. 

(d) Buffing and polishing metallic surfaces in which lead 
is an ingredient. 
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4. Manufacture of lead salts and compounds, especially lead 
oxide by Dutch method, Carter method, and other methods ; 
lead pigments; organic lead compounds. 

5. Manufacturing processes in which lead compounds are 
used. These are extremely numerous; among the important 
ones are the storage battery industry, paint industry, glass 
industry, rubber compounding and chemical industry. 

6. Application and removal of lead-containing paints, enamels 
and glazes. Painting, spray painting, vitreous enameling, pottery 
dipping, sandpapering, scraping and chipping painted surfaces; 
flame cutting of painted metal; tree spraying with lead- 
containing insecticides. 

7. Typographic trades: 
typing. 


type founding, electrotyping, stereo- 


It may be said that in those industries in which lead 
plays a major part the hazard is fairly well controlled, 
and it is exceptional nowadays to see cases of acute 
poisoning with colic and wrist drop in the smelters 
and establishments where lead oxide, paints and storage 
batteries are manufactured. There is still in these indus- 
tries a considerable amount of mild lead poisoning, much 
of which escapes. diagnosis because it is mild. Indi- 
vidual carelessness and breaks in the discipline of super- 
vision do occur, and familiarity breeds contempt in the 
dangerous trades as elsewhere. Much credit, however, 
is due the lead industries for the perfection of a technic 
of prevention and supervision, which is, in the main, 
effective. When one comes across an outbreak of lead 
poisoning it is usually in an establishment in which 
a lead process is but one step in the plan of manufacture, 
as it is under such circumstances that the hazard is 
apt to be underestimated or ignored. Moreover, it is 
not uncommon to see lead poisoning among industrial 
workers not engaged in handling lead but who, through 
negligence, are exposed to dust or fumes from lead 
processes not properly isolated or otherwise protected, 

Some time ago I had occasion to visit a plant where 
one process consisted in soldering brass strips. These 
strips were assembled by girls working at long tables 
and passed to the man at one end of the table, who did 
the soldering. The prevailing air currents carried the 
fumes from the lead pot along the table, affecting the 
girls, while the solderer escaped any ill effect. Some 
of these lead poisoning cases will cause the medical 
Sherlock Holmes to exert his best faculties in detecting 
the source of contamination. A notable example was 
contributed by Dr. Leathers of Nashville, Tenn.'* In 
this instance, in the vitreous enameling of domestic 
heaters, a lead-free pigment was used. A number of 
acute cases of lead poisoning developed, including indi- 
viduals not associated with the enameling process. It 
finally developed that there was lead in the glass frit 
used in making the enamel. As this had not been real- 
ized, no precautions were taken. Numerous cases of 
lead poisoning have been reported due to cutting metal 
coated with lead paint, with the oxyacetylene flame, 
especially in the holds of naval vessels and similar con- 
fined spaces. Here again the poisoning was not limited 
to the men actually doing the cutting.”° 

A great deal of effort has been expended in endeavor- 
ing to ascertain the amount of lead present in the 
atmosphere under varying conditions and the minimum 
dosage that will cause lead poisoning. Bloomfield” 
reported that in a number of industrial establishments 
he found 0.10 mg. of lead to 10 cubic meters of air; 


—————— 
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in automobile repair shops, 0.13 mg., and in street air, 
0.09 mg. to 10 cubic meters. Greenburg ** has reported 
that 1.45 mg. of lead daily for two and one-half years 
has caused poisoning. Teleky ** states that 1 mg. of 
lead daily for several months and Legge and Goadby ** 
state that 2 mg. daily for several years will cause lead 
poisoning. While these figures may seem to vary con- 
siderably, it is true that lead in the form of vapor is 
more dangerous than as dust, and the circumstances 
under which the foregoing estimates were determined 
were not identical. Certainly it may be concluded that 
a daily dosage of from 1.5 to 2 mg. is distinctly hazard- 
ous and eventually will cause poisoning in most, if not 
all, individuals. In this connection it should be noted 
that when lead is in a molten condition fumes will be 
given off ; the higher the temperature, the more fumes 
also oxide will form on the surface and get into the 
air as dust. 
CONCLUSION 

It may be stated that lead poisoning is very prevalent, 
though most of it is mild. However, both mild and 
occasionally severe cases are commonly not recognized. 
Many cases are diagnosed as chronic appendicitis and 
even as gallbladder disease, with all too frequent sur- 
gical intervention. In connection with industrial hygiene 
studies, insurance company records show that, with 
respect to illnesses of more than seven days’ duration 
among wage earners, respiratory diseases greatly out- 
number gastro-intestinal diseases. When the ratio is 
inverted and one is confronted with a situation wherein 
the gastro-intestinal cases outnumber the respiratory 
cases, the possibility of lead poisoning should always 
be considered. 


THE BIOCHEMICAL BEHAVIOR OF 
LEAD IN THE BODY 
JOSEPH C. AUB, M.D. 
BOSTON 
In the last ten years, a great deal of work has 


appeared bearing on the biochemistry of lead. To com- 
bine this new knowledge with that summarized in a 
previous publication * is my purpose in this article. 

In regard to absorption there is little important new 
evidence. The experience in industry confirms what 
has been found in the laboratory \—that lead which is 
inhaled is far more toxic than lead which is swallowed. 
Of course, it is likewise generally conceded that 
ingested lead is a hazard. 

The form in which lead is transported in the blood 
stream is of practical as well as scientific interest, as 
it has a bearing in guiding intelligent therapy. The 
prevailing opinion had long been that lead was carried 
as an albuminate, but Fairhall’s equilibrium experi- 
ments,’ as well as our blood studies with Reznikoff,' 
convinced us that lead was precipitated in the bones 
as the very insoluble tertiary lead phosphate and carried 
in the blood as s the more soluble di- lead phosphi ite. To 
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this view Brooks * agreed, but Maxwell and Bischoff * 
and recently Kehoe and Thamann* have objected, 
largely on the basis that lead in the blood stream reacts 
more with red blood cells than does the phosphate. 
Maxwell and Bischoff * have produced some evidence 
that lead, when injected intravenously, is carried as a 
diphosphoglycerate, while Jowett ® thinks that it forms 
a complex inorganic phosphate with calcium and chlo- 
rine. In a chemical system as complicated as blood 
plasma, an equilibrium of several such chemical com- 
pounds is not unreasonable. Any of these compounds 
might remain ionized and dispersed in the presence of 
plasma proteins. But whether it is transported as an 
inorganic or organic phosphate, it is obvious that lead 
in the blood stream can exert deleterious effects on 
body cells. 

Of course, some absorbed lead is probably excreted 
(partly in the urine but mostly in the feces) without 
ever having been stored. There is a growing 2accumu- 
lation of data obtained by different chemical technics 
that indicate a small daily lead excretion in the urine 
in the vast majority of the people in this country and 
elsewhere.* The average result of these observations 
indicates a urinary excretion of lead of from 0.05 to 
0.1 mg. daily in individuals with no unusual lead 
exposure. This urinary excretion represents lead that 
has been actually absorbed, but a large percentage of 
the lead found in the feces has probably never even 
been absorbed. Because of such repeated observations 
it must now be agreed that a qualitative demonstration 
of small quantities of lead in the excreta does not 
necessarily signify abnormal exposure. According to 
Barth,’ a very small amount of lead may even be 
gradually accumulated in normal bones during advanc- 
ing years (from 0.02 mg. found in infancy to 0.1 mg. 
per 3 Gm. of bone ash in the aged). 

If larger quantities of lead are inhaled, swallowed 
or injected, excretion does not maintain an equilibrium, 
and lead becomes stored. But the extent of possible 
storage can be ascertained best when a known quantity 
of lead is injected intravenously. Millet,s Kehoe and 
Thamann,” and Aub and Smithwick '° have shown that 
but little of this is excreted promptly. For example, 
the average of six of our cases, studied for forty-six 
days during the injection period, showed that only 69 
mg. of lead was excreted in both the urine and the 
feces, although 473 mg. of lead as colloidal phosphate 
was injected intravenously. 
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Once lead is absorbed, there is a characteristic dis- 
tribution in tissues, which is approximately the same 
for inorganic," organic” or colloidal lead,'* no matter 
what the route of absorption. It is distributed through- 
out the viscera, but to the greatest extent in the liver, 
spleen and kidneys immediately following absorption. 
After a very few days, however, it gradually collects 
almost entirely'in the bones. It is interesting that even 
a relatively stable organic compound such as tetra-ethyl 
lead should behave like other lead compounds (Kehoe) 
in spite of its great solubility in body lipoids. 

The crux of the whole problem of lead poisoning, 
just as for other heavy metals such as radium ’** or 
mercury,'* lies in the great avidity with which the 
bones take up these metals. Circulating lead may cause 
tissue damage, but lead stored in the bones produces no 
deleterious effects except probable caries in the teeth. 
The problem of treating lead poisoning is the problem 
of controlling the deposit and excretion of lead from 
this skeletal storehouse. 

It was the original contention of Aub and Anne 
Minot? that the direction of the lead stream is similar 
to that of the calcium stream—that, when calcium is 
being deposited in the bones, circulating lead is also 
deposited in the bones; and, when calcium is being 
pulled from the bones, some stored lead is also liber- 
ated.t This rela- 
tionship has been 
extensively investi- 
gated by most labo- 
rious metabolic 
| observations. The 
+ patients received 
r daily the same diet, 
L } similarly prepared 
| throughout their 
4 low calcium peri- 
ods of observation. 
Their total excre- 
4 tions were collected 
in three-day periods 
and analyzed for 
lead by Fairhall’s 
method. The rate 
5 of the lead stream 
could thus be fol- 
lowed. But the 
magnitude of this 
lead stream, it must 
be remembered, is 
apt to be relatively 
small. An adult dy- 
ing of chronic lead 
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Chart 1.—The first value indicates the 
d excretion as acute lead colic was sub- 
poze —— high calcium medication. 
Water, the sustained increase in lead excre- - * 
tion, which accompanies a low calcium diet poisoning probably 
plus ammonium chloride, is well shown. The has not more than 
chart shows that the increased excretion is 
1 Gm. of lead 


largely fecal. 

stored in the entire 
body, and nearly all of this is in the skeleton. After 
removal from exposure, such stored lead is normally 
but slowby excreted. The charts of a few of our unpub- 
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lished observations are reproduced here to indicate the 
size of this excretion in cases of lead poisoning while 
the patients were hospitalized on a rigid, constant, meta- 
bolic regimen.’*" The first value, determined in chart 1, 
indicates the rate of lead excretion during the subsi- 
dence of an acute lead colic. This chart shows how 
closely that rate of excretion is again approached dur- 
ing deleading and indicates that the rate of excretion 
is of a very different order 
from that ascribed to food 











9° aS) 
and the “normal’’ lead con- 3 
tne re) e 
tacts of daily life. In con- [5°F é 
trast to this, chart 2 indi- 3 
cates that lead may be pulled | 100r bs 
from the bones two years [3 2 
after every known exposure ]|*150- 7 
has ceased. The large ex- 8 
cretion during this first [5 3+ Lead Excretion 
course of deleading indi- 3 Total 
cated that the patient had |‘ 2} 
had a considerable previous | ¢ 
exposure and storage. .. + 
In these two observations [= Urinary 
a Dodecs ee 
the effect of medication is Loo — 


So 


obvious when superimposed 
on a diet already low in 
calcium. But the increase 
of lead excretion is not in- 
variable. We have had one 
patient, maintained through 
a long period on a low 
calcium diet, in whom the L4 
lead excretion was not fur- Five-Day Intervals 
ther increased by adding 
ammonium chloride, even 
though the calcium excre- 
tion was somewhat accen- 
tuated. But the usual result 
is that increased excretion 
of bone calcium is accom- 
panied by stored lead. 

In our experience, 
method that increases cal- 
cium excretion also increases 
the lead excretion. No deleterious effects have resulted 
since we have learned to apply medication in amounts 
gradually increased over a period of a week or ten days. 

The value of these therapeutic suggestions can best 
be gleaned from the experience of others, and recent 
reports in the literature in this regard have been pre- 
dominantly favorable. 

The clinical value of high calcium therapy to qutet 
the toxic episodes of lead intoxication }° has been con- 
firmed by Badham and Taylor,’ Belknap,’® Wiegeldt,’ 
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Chart 2.—Lead excretion in a 
young man removed from all in- 
dustrial lead exposure for eight- 
een months. He had a toxic 
amblyopia but had _ received no 
previous treatment for lead poi- 
soning. The first period indicates 
the excretion during low calcium 
diet alone, with subsequent addi- 
tion of ammonium chloride and 
parathyroid extract-Collip. The 
recorded units of parathyroid ex- 
any tract were the old units (five 

times stronger than in the new 
1934 nomenclature). 





14a. The upper blocks in all charts represent medication expressed in 
cubic centimeters of molar solution given daily by mouth. The base 
line of the remainder of the charts is the middle horizontal line marked 

The chart extends both above and below this line—the farther 
from this middle base line, the higher the value. Above this middle 
base line is shown the lead excretion expressed as lead excreted by 
three-day periods. The lighter line is the urinary excretion, the heavier 
line the total excretion in both urine and feces. Below the middle base 
line the charts extend downward and indicate the calcium metabolism. 
The calcium intake is hatched below the base line. When fenced in, it 
indicates a low calcium intake averaging 100 mg. of calcium daily. 
The areas that have no enclosing block lines indicate a diet ample in 
calcium. The calcium excretion represents the total calcium in both 
urine and feces by three-day periods. 
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Leschke '* and Koyranskiy,'® and by many in personal 
communications. It is the type of therapy that can 
readily be judged by its striking clinical effects. Noth- 
ing more dramatic in treatment can be desired than the 
rapid subsidence of lead colic following the slow intra- 
venous injection of 10 cc. of a 20 per cent solution of 
calcium gluconate. Reduction of lead excretion by a 
high calcium diet has been confirmed by Litzner, 
Weyrauch and Barth.” 

Increase of the excretions of heavy metals by the 
liberation of calcium stores has also been extensively 
studied, and our results were confirmed in one par- 
ticular or another by many authors. Litzner, Weyrauch 
and Barth *° confirmed the influence of sodium bicar- 
bonate but were unable to confirm the effect of acidosis. 
They determined lead excretion only in the urine, and 
it has been our experience that most of the increased 
lead excretion appears in the feces. Certainly, urinary 
lead alone is not an adequate test for total lead excre- 
tion. The other publications have shown that acid- 
producing substances,” parathyroid extract,** and large 
doses of viosterol 2* increase the rate of excretion of 
lead, radium ** and mercury.’* In five cases of lead 
colic studied with Dr. Marion Ropes, we could deter- 
mine no influence on lead excretion from daily injec- 
tions of 1 cc. of sodium thiosulphate. This agrees with 
the negative results on animals of Curtis and Young.*° 
Shelling *° has also shown by growth curves in rats that 
phosphate may be important in regulating the deposit 
of lead. This may well be the case also in children, in 
whom the normal diet tends to be high in calcium but 
relatively inadequate in phosphorus. In adults, how- 
ever, the average diet is low in calcium and the phos- 
phate intake is more than adequate, so that the calcium 
intake is the easy one to control. 

It thus appears that the overwhelming evidence of 
the past ten years confirms the view that the lead 
stream and the calcium stream run in the same direction 
whether these substances are being deposited in the 
bones or liberated into the blood and into the excreta. 
To understand this mechanism thoroughly one must 
turn to the metabolism of bone. It has been demon- 
strated ** that bone can be considered roughly divisible 
into two functional elements. The hard cortical bone 
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acts as the body’s support. The trabeculae, scattered 
through the marrow, particularly at the epiphyses, act 
as the readily available supply of calcium for body 
needs. It is this relatively small lace-like trabecular 
structure, with its large blood supply, which is depleted 
when calcium is demanded by the body—or refilled 
when calcium is stored.27. The hard cortex, which con- 
stitutes most of the bone with its relatively small blood 
supply, probably metabolizes at a fairly constant rate. 
In the trabeculae, lead is stored in relatively high con- 
centration. This we** showed by analyses some 
years ago, and it has recently been dramatically con- 
firmed by Behrens and Baumann *® by means of their 
beautiful pictures of radioactive deposits. It is largely 
the salts in these trabeculae that are liberated in time 
of calcium need. 

However, it is essential to realize that probably not 
all the calcium and lead that is liberated from this bone 
is excreted. There is x-ray evidence to indicate that it 
may circulate and be redeposited in bone, especially in 
childhood, for the roentgenograms of Vogt *° show that 
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_ Chart 3.—Lead excretion determined for three and one-half months 
in a patient whose acute symptoms of lead poisoning subsided before 
the observation was started. 


the lead gets repeatedly dissolved and redeposited along 
the epiphyseal line of growth. It is because of this great 
avidity of growing bone for salts, as well as the diffi- 
culties precipitated by calcium deficiencies, that delead- 
ing therapy seems an unwise and unsuccessful proce- 
dure in children. 

The present problem of treating lead poisoning lies 
not in the methods, for efficient methods exist. The 
problem that remains to be decided is Should deleading 
be undertaken or avoided? If rapid deleading is to be 
avoided, it is necessary simply to give a large calcium 
intake in the diet. This lowers the body’s demand on 
calcium stores, so that calcium is even stored, and the 
only excretion of bone calcium (and lead) coifes from 
the normal metabolism of the bones. Obviously, this 
is the method that should be used during any toxic 
lead episode. 





The Significance 
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17, Am. J. Pub. Health 22: 825 (Aug.) 193 
29. Behrens, Behrend, and Baumann, Anny: Zur Pharmakologie des 
Bleis: X. Mitteilung, Ztschr. f. d. ges. exper. Med. 92: 251, 1933. 
30. Vogt, E. C.: A Roentgen Sign of Plumbism, Am. J. Roentgenol. 
24:550 (Nov.) 1930. 
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But should deleading be undertaken after the episode 
has subsided? To help in this decision, one must 
remember that: 

1. Lead is stored in relatively large quantities in the area of 
bone readily available for liberation. 

2. The liberation of this store is an obvious factor in the 
onset of toxic lead episodes during metabolic upsets. 

3. This liberated lead may not be excreted but may circu- 
late and be redeposited. (No one knows the extent of this 
possibility. ) 


Therefore, in favor of deleading is the possibility of 
reducing, under controlled conditions, the lead contami- 
nation in the bone trabeculae and then replenishing the 
trabeculae with uncontaminated calcium. Against 
deleading is the consideration that it may be desirable 
to avoid the liberation of lead, which can be kept largely 
stored in the bones during good health. From the 
theoretical point of view, deleading seems advanta- 
geous in order to avoid sudden liberation of this lead 
in time of metabolic stress. From the practical point 
of view the answer is dependent on which procedure 
will advance most promptly to a recovery of health. 
In my experience, following the ordinary toxic lead 
episode, a vigorous course of deleading is usually fol- 
lowed by a prompt recovery to normal health —a 
recovery that is more rapid and much more complete 
than when a continued deposit of lead stores is main- 
tained. In lead palsies, I have the impression that 
thorough deleading approximately halves the period of 
disability. This opinion, formed from many observa- 
tions, may possibly be altered, but the biochemical 
knowledge on which this treatment is based seems to 
be thoroughly established, not only for lead but also 
for several other related heavy metals. 
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A recent series of articles in another journal has 
detailed the methods and the major results of our studies 
of lead absorption and lead poisoning during the past 
ten years.!. So far as they are concerned with normal 
lead absorption and excretion, the results may be sum- 
marized briefly as follows: 1. Two groups of native 
Mexican Indians, whose mode of life and environment 
were devoid of opportunities for contact with the lead- 
containing products of highly organized and industrial- 
ized populations, were found to have lead in their blood 
and to excrete lead in their feces and urine, as a con- 
sequence of the occurrence of lead in the soil and hence 
in vegetation and animal products employed as food. 


From the Kettering Laboratory of Applied Physiology in the Univer- 
sity of Cincinnati. 

Read before the Section on Preventive and Industrial Medicine and 
Public Health at the Eighty-Fifth Annual Session of the American 
Medical Association, Cleveland, June 13, 1934. 
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2. Various groups of healthy children and adults in the 
United States, with no occupational exposure, were 
shown to have lead in their tissues and in their excreta, 
chiefly because of regular ingestion of lead with their 
foods. 3. The rate of lead excretion among Americans 
is higher than that observed in people living under 
simpler and more natural conditions (native Mexicans), 
in correspondence with the higher lead content of cer- 
tain American foodstuffs. 4. Evidence was obtained 
that the ingestion of these ‘normal’? amounts of lead 
does not result in steady accumulation of lead in the 
body. Apparently an equilibrium is reached after a 
time, so that a substantially constant concentration of 
lead remains in the tissues, and lead output becomes 
equivalent to lead intake. 


TABLE 1.—Distribution of Analytic Results Obtained on Nine 
Normal Subjects 





24 Hour Samples 24 Hour Samples 


Milligrams of Lead of Food of Feces 
CO ii gcse vss sa swasonteswen 424 516* 
CAD BAG Wo sccccdscee 0:06'.00enwaee vee 421 500 
ke ee err 171 303 
ON 0 sive tke bee henewawoee 64 149 
S30 8Sec eke daveueeesexwbes 40 87 
i tee ere 17 35 
Ps 5.5.:055550-0:6 60 iG hens Os 8 14 
OTRO... ccicwesecsse0ces vases wees 5 " 
Gs gies ep eeigwes ceevinseaeee 3 6 
es cee wsibew ns beusied emeee’ 2 2 
RAPER... vcccccssvcae endgeee xen 14 10 
DROS 5 0 Bh GEF6 44 SE NEE A KOK SEAM 1 os 
DOD inks acranacmieawestagereseaes 6t 2t 
| a ee 1,176 1,631 
PN 52.5 ncdnaasadapassdetsess<3 : 0.176 0.193 
Probable error of mean......... +0.004 +0.003 
Standard deviation.............. +(.180 +0.169 





* Of this number only sixty failed to show lead. 
+ Eliminated in calculation of mean. 
t Calculated on a wider distribution of results. 


TasL_eE 2.—Means and Their Probable Errors of Observations 
on Nine Normal Subjects 


Lead in Urine Lead in Feces 


eS A — — nn ca 

Mg. per Mg. per Mg. per Mg. per 

Subjects Liter 24 Hours Gm. Ash 24 Hours 

DsMie: shiy'sie'sis ee 9.017 + 0.001 0.027 0.027 + 0.001 0.15 + 0.01 
BiG pacvess ese ogaics 0.025 + 0.002 0.021 0.040 + 0.002 0.21 + 0.01 
CO... Be: bin. es 0.022 + 0.001 0.025 0.090 + 0.008 0.23 + 0.01 
OTE. BOs 2.00 6c.cs ee 0.029 + 0.002 0.028 0.123 + 0.006 0.31 + 0.02 
J. MeS. no. 1.. ie 0.026 + 0.001 0.032 0.064 + 0.004 = 0.22 + 0.01 
J. MeS. no. 2.... 0.022 + 0.001 0.026 0.057 + 0.003 0.19 + 0.01 
FDRG ees oh 9's aacaeis 0.020 + 0.002 0.020 0.061 + 0.003 0.19 + 0.01 
H.G.R.. . 0.015 + 0.001 0.014 0.069 + 0.003 0.16 + 0.01 
oR. eee oe 0.024 + 0.001 0.020 0.053 + 0.002 0.18 + 0.01 
i re Loe 0.014 + 0.001 0.014 0.040 + 0.002 0.16 + 0.01 





In the course of the work from which these conclu- 
sions were derived, certain healthy young men with 
negative occupational histories were kept under obser- 
vation for months, during which their lead intake with 
food and drink (exclusive of water) was measured 
by analyzing duplicate twenty-four hour food samples 
and their daily lead output in feces and urine was 
determined. Nine such subjects have now been included 
in our observations. The results have yielded a con- 
sistent picture of normal lead ingestion and normal lead 
excretion, as measured by the analytic methods that 
we have described.'* The results are grouped in tables 
1 and 2 in such a manner as to bring out the facts that 
we wish to introduce as points of departure for the 
further observations to be described. 
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NORMAL LEAD INGESTION AND ITS RELATION TO 
NORMAL FECAL LEAD EXCRETION 


In table 1 all the observations on twenty-four hour 
food and fecal samples are listed according to the fre- 
quency of their occurrence, together with the calculated 
mean values, their probable errors and their deviations. 


TABLE 3.—Distribution of Results on Medical Students Accord- 
ing-to Milligrams of Lead per Sample of Feces 


<< = — 
By Chemical Method 
— SS ee a =~ By 
On On After Spectro 
Milligrams of Lead per Portion Entire Correction graphic 
Sample of Feces Analyzed Sample* for Losst Method 
eee TeNU URE eas 21 21 0 ot 
0.05-0.09..... pats avetlara én 11 7 9 7 
0.10-0.14..... ‘ ‘ raae 13 15 8 11 
ee ns 4 9 7 16 16 
OS ere rere 7 9 6 10 
OS5-0.29. ...05 ’ os 5 5 10 7 
1 5 | eer ‘cols abeteas 2 3 5 7 
0 See eae deuen 3 1 5 5 
EE or pk eb Ki GR PERO EO Ree 2 2 
“OEE ae eee =A ee 2 3 
sss eule heres Rte Se hen ee 1 1 2 5 
NN ies bs ecace sca adeenewe 728 728 65 75 
EET Se Teer eT ere 0.14 0.15 0.23 0.24 
Probable error of mean.. +0.01 +0.01 +0.01 +0.01 
Standard deviation............ +0.11 +0.13 +0,.12 +0.14 


* A tenth of each sample was used for the spectrographic determina- 
tion. The amount of lead in the entire sample was calculated from the 
amount found in the nine tenths used for the chemical analysis. 

+ After exclusion of negative results, the lead found in each sample 
was calculated to represent the entire sample and then corrected for the 
average loss per sample inherent in the chemical method (0.07), as found 
by dealing with known amounts of lead. 

{ There were no negative results. 

§ Three samples were lost in process of analysis. 


Tape 4.—Distribution of Results on Medical Students Accord- 





ing to Milligrams of Lead per Gram of Ash in Feces 
Milligrams By By 
of Lead per Chemical Spectrographic 
Gm. of Ash Method Method 
0-0.02. aeanh ee ‘ 33 4 
0.03-0.05... ; 20 29 
0.06-0.08. .. ‘ Me 12 30 
0.09-0.11. eMieeies ‘ 2 8 
0.12-0.14.... ; ig 4 2 
0.15-0.17. , ‘ ee x 
0.18-0.20...... Jsae ] 1 
OZE-U.28.. 000s a 1 
ROCHB. 4 ie scsic: 72 75 
oe | CCC COP TEES or 0.045 0.069 
Probable error of mean. +0).003 +0.003 
Standard deviation.......... tid +0.038 +0.034 


* Three samples lost in process of analysis. 


From the similarity of the frequencies and the lack of 
differentiation of the means for the two sets of samples, 
the approximate equivalence of lead ingestion and ali- 
mentary lead output is apparent. Such difference as 
exists between the two means, though not statistically 
significant, suggests that more lead is excreted with 
the feces than is ingested with the food. From these 
observations alone we should be justified in suspecting 
what we have found to be true on other evidence—that 
the bulk of normal lead is ingested with the food and is 
passed through the alimentary tract unabsorbed. Doubt- 
less, however, a portion of the ingested lead is absorbed, 
while some is excreted from the tissues into the alimen- 
tary tract, as it is into the urine. 


THE MAGNITUDE OF NORMAL LEAD EXCRETION IN 
THE URINE AND FECES, AS DETERMINED 
BY CHEMICAL ANALYSIS 
Table 2 gives the calculated means and their probable 
errors for eight of the nine subjects, as to the quantities 
of lead found per liter and for each twenty-four hour 
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period in the urine, and per gram of ash and for each 
twenty-four hour period in the feces. (One of the 
subjects was followed for too short a period to provide 
statistically satisfactory data.) The respective mean 
values for the group are in such close agreement (with 
the exception of those concerned with fecal lead in 
milligrams per gram of ash*) as to demonstrate a 
remarkable similarity in the subjects with respect to 
their lead absorption and excretion. 


THE MAGNITUDE OF NORMAL LEAD EXCRETION IN 
RELATION TO ANALYTIC METHODS 


It is obvious that the accuracy of these figures must 
depend on the adequacy of the analytic methods. Com- 
parison of these values with those given by other work- 
ers must take into account the variable sensitivity of 
the divergent analytic methods used. All chemical 
methods that are based on the separation of lead by its 
insoluble salts from other metals have a common quality 
in that with proper handling they yield low results. 
Each method has its own inherent loss, and if such 
loss is uniform and of known magnitude, each will 


TABLE 5.—Distribution of Results on Medical Students Accord- 
ing to Milligrams of Lead per Liter of Urine 


By Chemical By 
Milligrams of By Method as Spectro- 
Lead per Liter Chemical Corrected graphic 
of Urine Method for Loss* Method 
0-0.009...... icennneenae 48 aa 3 
isis 606+ 0sebeeeeunuses 15 we 12 
0.02-0.029...... imamate “a 7 10 11 
0.03-0.039...... Mécaaeia tied 6s 19 21 
I dco i dnc ow & bares ee 5 10 ll 
I a. cca ao: scoinal oe aera 1 4 
0.06-0.069........ 3 5 
0.07-0.079...... 2 A 
Cf eee ee re ae 2 
0.09-0.099........ erates aca a ee 
We Maiseskaweurevcceas areas 2t 2t 3t 
po) eee a ae 77 47 77 
Ben cceansancetuscunmanad 0.012 0.039 0.038 
Probable error of mean....... +0.001 +0.001 +0.002 
Standard deviation............ +0.011 +0.013 +0.020 





* After exclusion of thirty negative results, each result was corrected 
by the addition of 0.07 (the inherent loss per sample associated with the 
chemical method) and the amount per liter was calculated. 

+t Excluded in calculation of mean. 


TABLE 6.—Distribution of Results on Medical Students Accord- 
ing to Milligrams of Lead per Hundred Cubic 
Centimetcrs of Blood 


Milligrams of Lead per 100 Ce. of Blood By Spectrographie Method 


ls ons o5neeudbacanteeraetan 1 
CRs saveccuisiwecaweuakenes 15 
Cir $5.5 deeds adbeeeekas er 25 
0.06-0.07.... ree Pere nea 21 
0.08-0.09. . . priacestveabhhwk enn 5 
Guha 5's cas ctondcsnssePbutewnns 3 
Ft: Se OE errer ere re eee l 

sk ancccncenkachaes anus xeee 71 
Wis dais cc ccncdecccuccadugeiansens 0.058 
Probable error of mean........... +0 .002 
Standard deviation................ +0.021 





provide data that can be correlated with those given 
by other standardized methods. 

With these considerations in mind we recently 
employed a spectrographic method to check the uni- 
formity and the magnitude of the loss associated with 
the routine use of our chemical method. The spectro- 








> 


2. The high variability of the individual mean values for lead in milli- 
grams per gram of ash in the feces is sufficient proof that this relation- 
ship has little physiologic meaning. It may be employed as a rough 
a of the relationship between quantity of lead and size of fecal 
sample. 
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graphic method, described elsewhere,’ has been shown 
to have an accuracy of + 25 per cent as applied to 
amounts of lead ranging from 0.00002 to 0.0004 mg. 
(Such amounts within the are correspond to concen- 
trations of from 0.01 to 0.20 mg. of lead per liter of 
urine.) Parallel estimation of known amounts of lead 
by the two methods has shown a uniform loss on the 
part of the chemical method amounting to approxi- 
mately 0.07 mg. per sample. Both methods were 
employed in carrying out the following study. 


NORMAL LEAD IN THE URINE AND FECES, AS DETER- 
MINED BY PARALLEL SPECTROGRAPHIC AND 
CHEMICAL ANALYSES: NORMAL LEAD 
IN THE BLOOD 


A newly matriculated class of medical students assem- 
bled from widely distributed parts of the United States 
were interviewed and examined. Blood samples 
(50 cc.) were taken, and 3-liter to 4-liter samples of 
urine and a single fecal evacuation (representing in 
general a twenty-four hour sample) were obtained. 
Each sample of urine and feces was examined by both 
methods. 

The data are shown in tables 3, 4 and 5. The results 
of the chemical analyses are in close agreement with 
those of the prolonged individual studies recorded in 
tables 1 and 2. The spectrographic results are signifi- 
cantly higher. That the discrepancy between the two 
sets of observations was uniform is shown in tables 3 
and 5, in that the distribution of results and the calcu- 
lated mean values for the two are practically identical 
when each positive chemical result is corrected for loss 
by the addition of 0.07 mg. (The negative results given 
by the chemical method could not be dealt with for 
the obvious reason that they may have contained no 
lead or any amount up to 0.07 mg.) 

The lead content of the blood samples was determined 
by the spectrographic method alone. The results are 
grouped according to the frequency of their occurrence 
in table 6. 


ABSOLUTE VALUES FOR NORMAL LEAD INGESTION 


AND LEAD EXCRETION 

The demonstration of the occurrence of a uniform 
loss of 0.07 mg. per sample in our chemical method 
provides a basis for establishing the actual level of 
normal lead excretion in the American population, 
through the correction of results obtained by our chem- 
ical method alone. Applying this correction directly to 
the mean values recorded in table 1, the mean lead 
content of twenty-four hour samples of food becomes 
approximately 0.25 mg., and the mean daily fecal output 
comes to about 0.26 mg. The urinary results in table 2 
cannot be corrected directly, but the addition of 0.07 mg. 
to the amounts found per sample and the recalculation 
of the quantities per liter and per twenty-four hour 
period result in mean values ranging from 0.06 to 0.08 
mg. per liter and from 0.05 to 0.10 mg. per twenty-four 
hours. Individual twenty-four hour samples of normal 
feces may contain 1 mg. of lead or even more, while 
a normal sample of urine may show as much as 0.20 mg. 
per liter rarely and 0.10 mg. per liter not uncommonly. 
Such results, whether due to extremes in physiologic 
variation or to chance contamination of samples, illus- 
trate the danger associated with the interpretation of 
any single analytic result. In fact, the differentiation 





3. Cholak, Jacob: The Quantitative Spectrographic Determination of 
Lead in Urine, J. Am. Chem. Soc., to be published. 
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of a normal individual from one who has been exposed 
recently to abnormal amounts of lead requires at least 
the examination of samples of both urine and feces. 
An additional factor of safety in judgment is provided 
by an analysis of the blood. 


SUMMARY AND CONCLUSIONS 


1. The chemical methods for the determination of 
lead in human excreta and blood which we have used 
and described yield uniformly low values. 

2. Comparison of parallel lead determinations made 
by spectrographic and chemical methods shows the 
inherent loss of our chemical method to average 0.07 
mg. per sample. 

3. On the basis of the spectrographic method, or on 
that of the chemical method corrected for a standard 
loss of 0.07 mg. of lead per sample, the mean lead excre- 
tion of a group of medical students amounted to 
0.24 mg. for each twenty-four hours in the feces and 
to 0.04 mg. per liter in the urine. 

4. The mean quantity of lead in the blood of the 
same group of subjects was 0.06 mg. per hundred cubic 
centimeters, as determined spectrographically. 

5. The mean daily lead content of the feces of a 
group of nine normal subjects as determined by chemi- 
cal analysis over a period of months amounted to 
0.193 mg. + 0.003 mg. Allowing for an average loss 
of 0.07 mg. of lead per sample in analysis, the mean 
amount of fecal lead excreted daily was approximately 
0.26 mg. 

6. The mean urinary lead excretion of these indi- 
viduals determined by chemical analysis ranged from 
0.014 mg. to 0.029 mg. per liter, and from 0.014 to 
0.032 mg. for each twenty-four hours. After correc- 
tion for loss, the actual means ranged from 0.06 to 
0.08 mg. per liter and from 0.05 to 0.10 mg. for each 
twenty-four hours. 

7. The source of the lead intake was found largely 
in the food. Its mean daily lead content as based on 
chemical analysis was 0.176 mg. + 0.004 mg. When 
corrected for chemical loss, the mean daily lead intake 
was approximately 0.25 mg., an amount slightly but 
not significantly less than the lead output in the feces. 


[EprrorraL Note.—The three preceding papers, together with 
the three papers by Drs. Jones, Belknap and Gray, to appear 
next week, constitute a symposium on lead poisoning. The 
discussion will follow the papers to be published in the next 


issue. } 











Paralysis Agitans.—It is only twenty-two years ago that 
the corpus striatum was shown by Kinnier Wilson to be the 
site of degenerative lesions associated with rigidity and tremor. 
Paralysis agitans or Parkinson’s disease has been known for 
over a hundred years since his original description in 1817, but 
it is only of late years that Ramsay Hunt and others have 
assigned the site of its lesion in the pallidal region of the 
lenticular nucleus. This has not yet been so conclusively proved 
as in Wilson’s disease, or progressive lenticular degeneration. 
Wilson demonstrated chronic degeneration in the putamen in 
several cases of this disease, which may be familial. These 
cases do not resemble Parkinson’s disease at all closely, though 
the tremors and rigidity recall this disease. Characteristic 
signs are the spastic smile with mouth fixed open, the meaning- 
less laughter, mental hebetude, and especially the associated 
atrophic cirrhosis of the liver. Allied to this disease is torsion 
spasm—a rare form of irregular slow spastic movements ol 
head, trunk, and limbs. This disease differs from athetosis, a 
sequel of infantile hemiplegia or diplegia, in that in the latter 
the torsion spasms affect the limbs only.—Harris, Wilfred: 
Tremor, Ataxy and Spasm, Lancet 2:1145 (Nov. 24) 1934. 
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TUMORS OF THE FRONTAL LOBE 


CLINICAL OBSERVATIONS IN A _ SERIES 
VERIFIED MICROSCOPICALLY 
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AND 
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This study is the result of an analysis of the clinical 
observations in a series of 314 cases of tumor of the 
frontal lobe encountered at the Mayo Clinic up to 
Jan. 1, 1933, in which the tumor was verified micro- 
scopically. In a previous paper by Voris, Kernohan 
and Adson,' this series was analyzed from the stand- 
point of the anatomic site, pathologic classification and 
operability of the tumors. Various anatomic groups 
were established ; for example, that in which the tumor 
was confined to the frontal lobe, comprising 122 
tumors; that in which the tumor was primary in the 
frontal lobe but invaded other parts of the brain, com- 
prising 152 tumors, and, finally, that in which the tumor 
originated elsewhere but invaded the frontal lobe secon- 
darily, comprising forty tumors. 

In summarizing and tabulating the principal clinical 
studies in this paper, we will give the relative frequency 
of occurrence of these growths and will emphasize the 
predominant symptoms. Special attention will be paid 
to certain signs and symptoms that universally have 
been considered to be diagnostic of lesions of the 
frontal lobe. In addition, the relation of age and sex 
of the patient to the pathologic type of the tumor will 
be noted. 

Since careful analysis has failed to reveal any sig- 
nificant difference in the clinical manifestations in the 
anatomic groups previously mentioned, we are present- 
ing the results of analysis of the entire series, thus 
avoiding the confusion of a separate presentation for 
each group. However, for purposes of comparison, we 
have analyzed separately forty-nine of the 122 cases in 
which the tumor was confined to the frontal lobe; in 
these forty-nine cases we had information from opera- 
tion or necropsy as to the exact extent of the tumor. 
This group of forty-nine cases has still further been 
divided into three subgroups, depending on the areas, 
according to Campbell’s classification (quoted by Tilney 
and Riley *) which were involved by the tumor. These 
subgroups are: that in which prefrontal and frontal 
areas (silent cortex) were involved, comprising thirty- 
three tumors; that in which premotor and motor areas 
only (electrically excitable cortex) were involved, com- 
prising three tumors, and that in which some combina- 
tion of these areas was involved, comprising thirteen 
tumors. The presentation of the observations in these 
forty-nine cases in which the region of involvement was 
definitely known will be made in some of the tables, 
side by side with the observations for the entire series, 
thus affording opportunity for direct comparison. 
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In regard to the relation between age and sex of 
patients in this series and pathologic type of tumor, by 
far the greatest number of patients, 241, or 77 per cent, 
were in the fourth, fifth or sixth decades of life. 
Gibbs,® in reviewing 262 cases of tumor of the frontal 
lobe at Cushing’s clinic, found that only 65 per cent of 
his patients were in these decades of life. On the other 
hand, 29 per cent of his patients were more than 60 
years old compared to about 4 per cent of ours. There 
is no very significant difference in the age incidence 
for any of these types of tumor, although a slightly 
greater number of patients with endothelioma than of 
those with glioma were in these three decades of life. 
There were more men than women in this series, 
approximately in the ratio of three to two. However, 
of patients with various types of glioma there were 
nearly twice as many men as women, whereas of those 
with endothelioma the sexes were about equally divided 
(table 1). 

When the various types of tumor were arranged 
according to duration of symptoms from the onset of 
the initial symptom to the time the patient came to the 
clinic for attention, it was of particular interest to find 
that almost half (45 per cent) of the patients with 
spongioblastoma multiforme in this series had had 
symptoms referable to an intracranial lesion for more 
than a year; this was quite contrary to the usually 
accepted view. Again, taking patients with various 
types of glioma as a group (194), it will be noted that 
exactly 50 per cent (ninety-seven) of them had had 
symptoms of tumor for one year or more before com- 
ing to the clinic (table 2). 

It should be emphasized that these figures for dura- 
tion of symptoms are from the onset of the initial 
symptom that was referable to an intracranial lesion, 
to the time at which the patient sought relief at the 
clinic. We believe that such figures, particularly for 
the group of tumors in question, are valuable for corre- 
lation with the microscopic evidences of malignancy 
and with the so-called survival periods, which have been 
published by Cushing * and others, that give the average 
survival periods for the different pathologic groups 
irrespective of the situation of the tumor ; these usually 
include the survival period after the operation or treat- 
ment with roentgen rays. 

The duration of life compatible with intracranial 
tumor depends on at least three factors: The first factor 
is the life cycle or rapidity of growth of the neoplasm. 
This is important not only because of the simple time 
element concerned in growth but also because the intra- 
cranial contents can better adjust themselves to slow 
increase in pressure; hence, slow-growing tumors may 
exist for a long time and reach relatively great size 
before giving rise to acute symptoms. The second 
factor is the situation of the tumor, and this also may 
be of the greatest importance; for example, a fibrous 
astrocytoma in the midbrain may, while still of very 
small size, produce death by blocking the aqueduct of 
Sylvius and producing internal hydrocephalus. Again, 
tumors of the brain stem must soon result fatally 
because of the importance to life of the bulbar or 
diencephalic centers that become involved early in these 
cases. On the other hand, tumors may reach great size 
before causing serious symptoms, especially if situated 





3. Gibbs, F. A.: Frequency with Which Tumors in Various Parts 
of the Brain Produce Certain Symptoms, Arch. Neurol. & Psychiat. 28: 
969-989 (Nov.) 1932; Frequency with Which Tumors in Various Parts 
of the Brain Produce Headache, ibid. 31: 152-153 (Jan.) 1934. 

4. Cushing, Harvey: Studies in Intracranial Physiology and Surgery, 
New York, Oxford University Press, 1925, pp. 104-142. 
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above the tentorium. Finally, the third factor is the 
treatment that is given; namely, the type and extent of 
surgical procedure and the dose of radiation. 

In this paper the factor of treatment is not discussed, 
since our object is to present clinical observations. 
Further, in a series of tumors confined to the frontal 
lobe the factor of situation of the neoplasm, although 
important, is perhaps less so than it would be for 
tumors in any other part of the brain. Only rarely do 
tumors of the frontal lobe produce obstructive hydro- 


TABLE 1.—-Relationship of Age and Sex to Type of Tumor in 
314 Cases of Verified Tumors of the Frontal Lobe 








Age, Years 
—_— = 





4q 11 21 31 41 51 61 
Fe- to to to to to to to 


Type of Tumor Males males 10 20 30 40 50 60 70 70+ Total 
Oligodendroblastoma.. 11 8 ; 23) 2- SS 19 
Spongioblastoma mul- 

SE hess ne sekais os 75 38 S$ £2 2h 4 113 
Astrocytoma........... 18 10 Sc ay | eS De ls: 28 
Gliomas, rarer type..... 23 11 & 2 4. 8- 2.x x 24 
Endotheliomas......... 56 538 7; ct Bt Ss 1 109 
Other tumors... ........ 8 a ee eee, 1 ee a ll 
MRS ck SWio coos oa0ior 191 123 12 10 39101 88 52 11 1 314 
ce Re renre anne 61 39 438 1223B 17 4 0.3 








* Percentage not carried out to decimal places except in instances 
in which it is less than 1 per cent. 


cephalus (tumors in the median line may do so by 
occlusion of the foramen of Monro, but this is rela- 
tively rare), and moreover this portion of the brain 
contains a relatively large area of so-called silent cortex. 
For these reasons we believe that this series of cases 
gives a good picture of the average duration of symp- 
toms associated with various types of glioma. 

The initial complaint is a matter of interest, as often 
it may be the only symptom for a considerable period 
of time. In 112 of 312 cases the initial complaint was 
some type of convulsive seizure. Grand mal was by 
far the most prevalent type and it occurred as the initial 


Tap_E 2.—Relation of Type of Tumors to Duration of Symp- 
toms in 312 Cases of Verified Tumor of the 
Frontal Lobe 








Duration of Symptoms, Cases 
= 


pe 


jnaiaios 
1to6 





6to12 1to2 2to5d 5+ 

Type of Tumor Months Months Years Years Years Total 
Oligodendroblastoma......... 5 4 1 5 4 19 
Spongioblastoma multiforme 40 22 16 24 11 113 
po eee re 7 3 1 6 11 28 
Glioma, rarer type............. 11 5 7 - 4 3 
Endotheliomas.............. 5 12 31 31 28 107* 
J ¢ Se 4 Pen 3 3 1 ll 
1, SE aS ee eee 72 46 59 76 59 312* 
Pe isckok nes heels vaste 23 15 19 24 19 





*In two cases in the series the tumor was found accidentally at 
necropsy and proved to be an endothelioma confined to the frontal lobe. 
As these growths had given no objective signs or symptoms, they are 
omitted from the table. 


complaint in seventy-five cases, or about 25 per cent of 
all cases in the series. It was the initial complaint in 
approximately a fifth of the cases in which the tumor 
was confined to the prefrontal-frontal area (silent cor- 
tex). Jacksonian fits occurred in twenty-nine cases and 
petit mal in eight as the initial complaint. Headache 
was the next most common initial complaint, occurring 
in eighty-five cases, or 27 per cent of the cases in the 
series. Mental change of some type was the next most 


common initial complaint, occurring in thirty-one cases, 
or 10 per cent of the cases in the series. 

Although failing vision was the initial complaint in 
only twenty-five cases, 8 per cent of those in this series, 
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it was the initial complaint in 13 per cent of the cases 
in which the tumor was confined to the prefrontal- 
frontal area; the large number of basofrontal endo- 
theliomas (eleven) in the latter group accounts for this 
increased frequency. The only other initial complaints 
occurring with greater frequency than in 3 per cent of 
all cases in this series are those of hemiparesis, which 
occurred in thirteen cases, and of extracranial swelling, 
which occurred in ten. The initial complaint in the 
remaining cases was as follows: general debility in five 
cases, dizziness in five, syncope in four, loss of sense 
of smell in four, paresthesia in four, drowsiness in 
three, aphasia in three, ataxia in three, vomiting in two, 
and stiff neck, insomnia and uncinate fits in one each. 

When one comes to consider the various complaints 
from which each patient suffered, one finds a little dif- 
ferent picture. Headache was the most common com- 
plaint in all groups except those in which the tumor 
was confined to the premotor or motor areas or to a 


Tas_e 3.—Various Complaints in 314 Cases of Verified Tumors 
of the Frontal Lobe 








Forty-Nine Cases in Which 
Tumor Was Confined 





to Area: 
en “~ " 
Pre- 
frontal- 
Frontal 
Pre- Pre- Pre- 
Total frontal- motor- motor- 
Complaint Cases Frontal Motor Motor’ Total 
po eee ee eee 261 27 2 19 38 
(83%) (82%) 
Convulsive attacks........... 218 18 4 14 36 
(69%) (55%) 
NE SN tosses 123 14 1 9 24 
(39%) (42%) 
Right-sided tumors....... 5 0 2 7 
(33%) 
Left-sided tumors........ 56 6 1 5 12 
(46%) 
Bilateral tumors.......... 26 3 0 2 5 
(21%) 
Jacksonian fits............. 67 2 3 2 7 
(21%) 
a” Be eae 28 2 0 3 5 
(9%) 
Mental CREMNSE.........66.006c06 198 21 0 10 31 
(638%) (64%) 
Nausea and yomiting......... 161 19 1 6 26 
(51%) (58%) 
Visual disturbances........... 136 22 4 26 
(43%) (67%) 
po | a re a 111 3 4 9 
(35%) (9%) 
WS eater okasas con ineeoe’ 314 33 3 13 49 





combination of prefrontal and premotor areas; in the 
first instance some form of convulsion outranked head- 
ache in frequency and, in the second, both convulsive 
attacks and mental change outranked headache. Head- 
ache was present in 83 per cent of cases in the entire 
series and in about the same percentage of cases in 
which the tumor was confined to the prefrontal-frontal 
areas (table 3). 

Convulsive attacks ranked next in frequency, occur- 
ring in 69 per cent of all cases and in 55 per cent of 
cases in which the tumor was confined to the prefrontal- 
frontal area. In the latter group, however, they stand 
next to last in order of frequency, being outranked by 
mental change, by visual disturbances, and by nausea 
and vomiting. It should be stated that the total for all 
forms of epileptiform attack is somewhat misleading, 
as some cases are counted twice since they presented 
various combinations of grand mal, focal convulsions 
and petit mal. Thus, in cases in which the tumor was 
known to involve premotor or motor areas or some 
combination of these areas with frontal and prefrontal 
areas, the total of the various forms of epileptiform 
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attack exceeds the total number of cases in the group. 
Grand mal alone was present in about 40 per cent of 
all cases in the series. Parker,® in a previous study at 
the clinic of convulsions in brain tumor, found that 
52 per cent of a series of fifty patients with tumor of 
the frontal lobe suffered from convulsive attacks. The 
side involved by the tumor among patients suffering 
from grand mal is of interest. In the entire series 123 
patients suffered from attacks of grand mal before 
coming to the clinic; 46 per cent of these had left-sided 
tumors, 33 per cent right-sided tumors, and 21 per cent 
bilateral tumors. Of the 314 tumors, 40 per cent were 
on the left side, 36 per cent on the right, and 24 per 
cent were bilateral. Thus, there is a slight, but not 
very significant, preponderance of involvement of the 
left side among patients suffering from generalized con- 
vulsions. Jacksonian attacks or focal convulsions were 
less prevalent than grand mal, except in the three cases 
in which the tumor was known to be confined to the 
premotor-motor area. All three of these patients had 
jacksonian attacks of the contralateral side and one 
had grand mal in addition. Petit mal occurred still 
less frequently. 

Mental change was the next most frequent complaint. 
These mental phenomena will be discussed in connec- 
tion with the results in examinations of patients in the 
series. It should be emphasized that the figures in 
table 3 represent those cases in which some type of 
mental change was complained of either by the patient 
or by those accompanying him at the time he first came 
to the clinic. Sixty-three per cent of all cases presented 
this complaint, as did about the same percentage of 
those in which the tumor was known to be confined to 
the prefrontal-frontal area. 

Nausea and vomiting ranked next in importance in 
the entire series, being far outranked by headache (as 
Frazier and Gardner ® found) with which it is usually 
bracketed in discussions. of the symptoms of brain 
tumor. Nausea and vomiting were present in 50 per 
cent of all cases and in 58 per cent of those in which 
the tumor was known to be confined to the prefrontal- 
frontal area. Gibbs * analyzed his cases for projectile 
vomiting and found it present in 10 per cent of the 
cases of tumor of the frontal lobe. Like Kolodny,’ we 
found projectile vomiting rare, and when it had been 
present it had usually occurred on only one or two 
occasions and had been associated with more frequent 
vomiting of the usual type. 

Visual disturbance, of some sort, was present in 43 
per cent of all cases and in 67 per cent of those in 
which the tumor was known to involve only the 
prefrontal-frontal area. Again the large number of 
basofrontal endotheliomas in this group probably 
accounts in part for this increase in the latter figure 
over that for the entire series. For example, eleven 
of the thirty-three patients with prefrontal-frontal 
tumors had basofrontal endotheliomas (all with visual 
disturbance) ; these being left out of account, half of 
the rest still had some visual complaint. 

The subject of weakness or paralysis of the contra- 
lateral side of the face, or of the extremities will be 
discussed under observations at examination. On 





5. Parker, H. L.: Epileptiform Convulsions: The Incidence of 
Attacks in Cases of Intracranial Tumor, Arch. Neurol. & Psychiat. 23: 
1032-1041 (May) 1930. 

6. Frazier, C. H., and Gardner, W. J.: The Mechanism and Symp- 
toms of Increased Intracranial Pressure Due to Encapsulated and 
Infiltrating Tumors of the Cerebral Hemisphere: The Intracranial 
Pressure in Health and Disease, Baltimore, illiams and Wilkins Com- 
pany, 1929, pp. 386-396. 

7. Kolodny, Anatole: Symptomalogy of Tumor of the Frontal Lobe, 
Arch. Neurol. & Psychiat. 21: 1107-1127 (May) 1929. 
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admission to the clinic, 35 per cent of the patients in 
the entire series complained of some weakness of the 
contralateral side of the face or extremities, but a 
similar complaint was made in only 9 per cent of cases 
in which the growth was known to involve the 
prefrontal-frontal area alone. 

The most frequent change found at examination of 
patients in the series, exclusive of mental changes, was 
some degree of choking of the optic disks, from 
1 diopter to a maximum of 7 or 8 diopters. It occurred 
in 62 per cent of all cases and in 79 per cent of those 
in which the neoplasm was confined to the prefrontal 
and frontal areas alone. Gibbs, in his large series, 
tabulated only cases in which choking of disks 


TABLE 4.—Results of Examination in 314 Cases of Verified 
Tumor of the Frontal Lobe 








Forty-Nine Cases in Which 
Tumor Was Confined 





to Area: 
Yr - *~ ~~“ 
Pre- 
frontal- 
Frontal 
Pre- Pre- Pre- 
Manifestations at Total frontal- motor- motor- 
Examination Cases Frontal Motor Motor Total 
TE GG oc wed ca oucsccue 195 26 0 6 32 
(62%) (79%) 
Reflex disturbances........... 181 15 3 9 27 
(58%) (45%) 
PEO ik. oder ctkececesas 133 6 3 6 15 
(42%) 
Paresis of seventh cranial 
WR idciccekctenaecmasanad 120 7 2 6 15 
(38%) 
We Nis og. o Sensi Se cceks 99 16 0 3 19 
(32%) (48%) 
Cerebellar signs............... 99 10 1 4 15 
(32%) (30%) 
Total cases of aphasia....... 91 5 1 5 11 
(29%) (15%) 
Right-sided tumors......... 17 0 0 1 1 
(19%) 
Left-sided tumors.......... 59 4 1 4 9 
(65%) 
Bilateral tumors............ 15 1 0 0 1 
(16%) 
External ocular palsies....... 65 9 0 2 ll 
(21%) (27%) 
Sphincter disturbances........ 62 7 0 3 10 
(20%) (21%) 
Sensory disturbances......... 48 1 0 1 2 
(15%) 
PS cc cuxusendeans 47 2 0 3 5 
(15%) 
rey rey T- 40 4 1 2 7 
(13%) 
TRG baba d ana Wlaamene Mhkeidies 314 33 3 13 49 





amounted to 4 diopters or more; the total of such cases 
was 28 per cent of his series, a surprisingly high figure 
considering the high degree of choking of the disk 
(table 4). 

Reflex disturbances on the contralateral side, either 
increase in tendon reflexes or decrease in cutaneous 
reflexes, or the presence of such pathologic reflexes as 
Hoffmann’s, Babinski’s or Rossolimo’s, were the next 
most important changes from the standpoint of fre- 
quency. They were present in 58 per cent of cases of 
the entire series and in 45 per cent of those in which 
the tumor was known to involve only the prefrontal- 
frontal area. As might be expected, such reflex dis- 
turbances were present in about three-fourths of the 
cases in which tumors were confined, in part at least, 
to the premotor or motor areas. 

It is of interest to contrast the figures for some 
degree of weakness of the contralateral extremities with 
those for contralateral central weakness of the facial 
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muscles, since Sachs § and others have emphasized this 
as an important diagnostic sign in tumor of the frontal 
lobe. There is no significant difference between the two 
in cases in which the tumor was known to be confined 
to the prefrontal and frontal areas. For the whole 
series, hemiparesis ranks slightly higher in order of 
frequency. In a few cases of the series there was 
homolateral weakness of the extremities. Kernohan 
and Woltman ® have discussed the homolateral pyrami- 
dal signs in brain tumor and given the probable ana- 
tomic explanation. 

Perimetric field defects were present in 32 per cent 
of cases in the entire series and in almost half those in 
which the growth was confined to the prefrontal-frontal 
area. Two factors must be taken into account with 
these figures: 1. Many patients are not able to cooperate 
sufficiently for perimetric examination, so doubtless the 
figures all are too low. This criticism may be applied, 
of course, to any of the changes listed, although to a 
much greater extent to field defects than to such con- 
ditions as choked disks, reflex disturbances, palsies and 
so forth, which can be elicited with little or no coopera- 
tion on the part of the patient. 2. The number of 
basofrontal tumors present again increases the figures 
for tumors confined to the prefrontal-frontal area. 
Thus, if such basofrontal tumors are left out of 
account, six of the twenty-two patients, or 27 per cent, 
suffered from some type of perimetric field defect, a 
radically different figure from that just given. 

Under the heading cerebellar signs, we have included 
the manifestations of ataxia and incoordination and 
adiadokokinesis of the homolateral extremities. One or 
more of these signs was present in 32 per cent of all 
cases and in about the same percentage of those in 
which the tumor was confined to the prefrontal-frontal 
area. Hare’ reviewed a series of fifty cases of tumor 
of the frontal lobe with reference to cerebellar signs, 
and he found that 10 per cent presented marked cere- 
bellar signs and 40 per cent showed few or vague signs. 
The lesion was bilateral or in the median line in three 
of the cases with marked cerebellar signs and probably 
in a similar situation in the other two. Gordon" 
recently reported five cases of unilateral tumor of the 
frontal lobe with cerebellar manifestations. In a pre- 
vious paper, Voris, Kernohan and Adson referred to 
the probable anatomic explanation of the cerebellar 
phenomena of tumors of the frontal lobe and pointed 
out the importance, in this regard, of the thalamo- 
frontal sensory connections, described by Poliak.1* A 
certain small proportion (probably about 10 per cent) 
of tumors of the frontal lobe are very difficult to dis- 
tinguish clinically from lesions of the posterior fossa 
and probably they will always require the aid of ven- 
triculography in arriving at a final diagnosis. 

Disturbance in speech of some degree was present 
in 29 per cent of cases in the entire series and in 15 per 
cent of those in which the neoplasm was confined to 
the prefrontal-frontal area. Of the ninety-one cases 
presenting some disturbance in speech, in 65 per cent 
the tumor was on the left side, in 19 per cent on the 
right side, and in 16 per cent it was bilateral. Aside 





8. Sachs, Ernest: Lesions of the Frontal Lobe: A Review of Forty- 
Five Cases, Arch. Neurol. & Psychiat. 24: 735-742 (Oct.) 1930. 

9. Kernohan, J. W., and Woltman, H .: Incisura of the Crus Due 
to Contralateral Brain Tumor, Arch. Neurol. & Psychiat. 21: 274-287 
(Feb.) 1929. 

10. Hare, C. C.: The Frequency and Significance of Cerebellar Symp- 
toms in Tumors of the Frontal Lobes, Bull. Neurol. Inst. New York 
1: 532-562 (Nov.) 1931. 

11. Gordon, Alfred: Frontal Lobe Lesions with Cerebellar Manifesta- 
tions, J. Nerv. & Ment. Dis. 79: 411-422 (April) 1934. 

12. Poliak, S.: The Main Afferent Fiber Systems of the Cerebral 
Cortex in Primates, Univ. California Pub. in Anat. 2: 370, 1932. 


from the possibility of contralateral pressure on the 
motor speech centers or on their efferent fiber tracts, 
the question naturally arises in what proportion of the 
seventeen cases of aphasia with right-sided tumors 
the patients were left handed. Unfortunately, our 
records are not adequate on this point. An additional 
possibility is present; namely, that, in some cases in 
which persons are right handed but have a hereditary 
tendency toward left-handedness, the motor speech cen- 
ters may be situated on the right side in spite of the 
dominance of the left hand center. 

External ocular palsies, usually of the external rectus 
muscle but occasionally of muscles innervated by the 
oculomotor or trochlear nerves, were present in about 
a fifth of the cases in the entire series and in‘ a little 
more than a fourth of those in which the tumor was 
confined to the prefrontal-frontal area. Sphincteric 
disturbances, often considered a part of the classic pic- 
ture of tumor of the frontal lobe, were present in 20 
per cent of all cases, and sensory disturbances on the 
contralateral side of the body in 15 per cent. Only one 
case, in which the growth was confined to the prefrontal - 
frontal areas, presented sensory disturbances. 

Under the heading of special signs we have included 
such conditions as reflex or so-called forced grasping, 
apraxia, deviation of the head or eye, and persevera- 
tion or retardation of motor movements. Adie and 
Critchley,4* in 1927, collected from the literature 
twenty-two cases of forced grasping and groping asso- 
ciated with lesions of the frontal lobe and added three 
cases of their own. Since that time, the phenomenon 
has received considerable attention from physiologists. 
Fulton and others ** have produced it experimentally 
by producing lesions of the contralateral premotor area 
(area 6 of Brodmann). Kennard and Fulton * recently 
concluded from similar experiments with primates that 
spasticity and reflex grasping associated with Babinski 
and Rossolimo signs pointed to a lesion of the premotor 
area or of its projection system. The relative parts 
played by lesions of the premotor and motor cortex in 
producing spasticity seen clinically in man has not 
entirely been settled. The signs referred to appeared 
singly or in combination in 15 per cent of the cases in 
the entire series, in 6 per cent of those in which the 
tumor was confined to the prefrontal-frontal area, and 
in 19 per cent of those in which the premotor or motor 
areas were to some extent involved. 

Nystagmus may be considered a cerebellar or ves- 
tibular sign. However, an electrically excitable center 
for ocular movements is known to exist in the posterior 
part of the middle frontal convolution. Fox *® has 
studied the disorders of optic nystagmus in lesions of 
the frontal lobe and concludes that, when disorders are 
present, they are elicited when visual objects are mov- 
ing in a direction toward the side of the lesion. At 
any rate, we have listed nystagmus as a separate mani- 
festation. It occurred in 13 per cent of all cases and 
in practically the same percentage of those in which 
the growth involved only the prefrontal and frontal 
areas. 

The mental phenomena encountered in cases of intra- 
cranial tumor, particularly in those of tumor of the 
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frontal lobe, have always attracted a great deal of 
interest. The literature on the subject is rather volu- 
minous and is difficult to review critically because of 
the different terminologies and points of view of the 
various writers and because, in many of the larger 
series reported, cases have been collected from the 
literature, making, it seems to us, for a great deal of 


Taste 5.—Mental Changes in 314 Cases of Verified Tumor of 
the Frontal Lobe 








Forty-Nine Cases in Which 
Tumor Was Confined 
to Area: 

- = 


Pre- 
frontal- 
Frontal 
Pre- Pre- Pre- 
Total frontal- motor- motor- 





Symptoms Cases Frontal Motor Motor ‘Total 
Total eases with mental 
CHAMMIE cbs uindcocestecee 219 22 0 10 32 
(70%) (67%) 
Right-sided tumors......... 74 6 0 3 9 
(34%) 
Left-sided tumors.......... 87 a 0 6 14 
(40%) 
Bilateral tumors............ 58 8 0 1 9 
(26%) 
Indifference to environment.. 181 19 0 8 27 
(58%) = (58%) 
Memory Mise ci easeseds cxdes 158 16 0 5 21 
(50%) (48%) 
Personality change (change 
in CHABROCEE ec. oc ccessvece 126 11 0 5 16 
(40%) (33%) 
Drowsy, stuporous, comatose 102 10 0 6 16 
(32%) (30%) 


Disorientation (time and 
PIM iio nce venen ed os cere 4s 4 0 0 4 
(15%) (12%) 


Witzelsucht, euphoria, puer- 


DIGS. Se dovevne a ceveunncee 34 2 0 0 2 
(11%) (6%) 

Depression states............. 24 4 0 2 6 
(8%) (12%) 

Delirium states............... 16 3 0 1 4 
(5%) (9%) 

Total.«:ciassieaetesiscéesnene 314 33 3 13 49 





error both as to anatomic localization of the tumor 
and as to interpretation of the mental phenomena. 
Some of the more important papers are those of 
Baruk,’* Giannelli,’* Miiller,?® Schuster *° and Vincent.” 
The monograph of Baruk is one of the most valuable. 
After a clear exposition of the difficulty of coordinating 
cases from the literature and of attempts to base psy- 
chic disturbances on localization, he divided the mental 
symptoms of tumors of the frontal lobe into three 
classes: (1) mental impairment, (2) changes of char- 
acter and emotion, and (3) changes of spatial orienta- 
tion. He reported only ten personal cases of tumor 
of the frontal lobe in which mental symptoms were 
present. Giannelli reported six personal cases, all pre- 
senting mental changes, and collected 165 cases from 
the literature with mental symptoms in 69 per cent. 
Schuster made an elaborate report of 147 cases of 
tumor of the frontal lobe with mental symptoms; all 
his cases, however, were from the literature, thus laying 
his report open to the criticism previously mentioned. 
Our records have primarily been made from the 
standpoint of clinical neurology and not from that of 
psychiatry. This insures that the figures given in most 
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cases represent well marked phenomena, and in all 
probability they are too low. This, too, may account 
for the relatively higher percentage of such phenomena 
as loss of memory and indifference to environment, 
contrasted with more imponderable phenomena such as 
disorders of humor or character. With these reserva- 
tions table 5 is presented. 

In addition to the 198 patients with a complaint of 
mental change, the results of examination indicated that 
twenty-one more presented objective evidence of men- 
tal abnormality. Thus 219 patients, or 70 per cent, 
exhibited some mental abnormality, as did the same 
percentage of those with tumors in the prefrontal- 
frontal area. Thus mental abnormality was the most 
common manifestation except in the small group in 
which the areas involved were known. It equals choked 
disks in frequency (table 4) but was exceeded by the 
latter in cases in which prefrontal and frontal areas 
were involved; it was not found at all in the cases in 
which the premotor and motor areas were involved 
(table 5). Considerable attention has been paid in 
the literature to the question of the dominance of the 
left frontal lobe in the psychic life of the individual, 
and a good deal of conflicting clinical evidence has been 
presented. Taking the series as a whole, lesions asso- 
ciated with mental changes were on the left side in 
40 per cent of the cases, on the right side in 34 per 
cent, and bilateral in 26 per cent. These figures corre- 
spond almost exactly to the percentages previously 
given for the situation of tumors of the entire series; 
namely, left side 40 per cent, right side 36 per cent, 
and bilateral 24 per cent. The total figures are greater 
than those previously reported by one of us,?* who 
found that 40 per cent of 116 patients with tumor of 
the frontal lobe showed mental signs. 

Indifference to environment was the most frequent 
mental symptom (table 5). Next in order of fre- 
quency was loss of memory and, following that, some 
type of change in personality or in character. We 
would especially call attention to the question of 
orientation as to time and place. Marie and Béhague ** 
considered disorientation in space to be a definite syn- 
drome associated with lesions of the frontal lobe. We 
have not found it so; the total for all groups for dis- 


TABLE 6.—Roentgenographic Evidence of Tumor in 314 Cases 








Indirect 
Direct Evi- 
Total Evidence* dencet 
STII 5 5.x 5 64 «Se ch enn nd cuanaans deaweeeie 314 39(12%) 85 (28%) 
RRs oss os denckdenbnastacesmansesue 109 31(29%) 32 (29%) 


Oligodendrogliomas and oligodendroblastomas 28 4(14%) 10 (36%) 





* Direct evidence includes proliferation or erosion, or both, of bone 
over an underlying tumor, or visualization of calcium deposits in a 
tumor. 

t Indirect evidence includes evidences of increased intracranial pres- 
sure, such as thinning or pressure erosion of the bones of the calvarium 
and erosion of the sella turcica and of the clinoid processes. 


orientation in time and place were the same, so that we 
have not listed them separately. In addition, we found 
few patients showing one phase of disorientation with- 
out the other. The phenomenon of disorientation was 
encountered in only 15 per cent of cases in the entire 
series and in a slightly smaller proportion of cases in 
which the tumor involved only the prefrontal and 
frontal areas. Changes in character and in emotion, 





22. Moersch, F. P.: Psychic Manifestations in Cases of Brain Tumors, 
Am. J. Psychiat. 4: 705-724 (April) 1925. 

23. Marie, Pierre, and Béhague, P.: Syndrome de désorientation dans 
l’espace, consécutif aux plaies profondes lobe frontal, Rev. neurol. 35: 
3-14 (Jan.) 1919. 
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such as witzelsucht, euphoria, moria and puerility, were 
even less frequent, occurring in 11 per cent of all cases 
but in only 6 per cent of those in which the growth was 
known to be confined to the prefrontal-frontal area. 

The conclusion is inevitable, we believe, that, whereas 
spatial disorientation or changes in character or in 
emotion may be valuable diagnostic signs when present, 
their absence is small assurance that a lesion of the 
frontal lobe does not exist. 

With increasing technical skill in making roentgeno- 
grams of the skull and with increasing knowledge of 
their interpretation, the roentgenologic examination of 
the head has become more and more important in the 
diagnosis of intracranial lesions. For this reason it is 
of interest to tabulate the results of roentgen examina- 
tions in this series of tumors. Table 6 gives the roent- 
genographic evidence, both direct and indirect, for the 
entire series. In addition, it is given for the two groups 
of tumors, endotheliomas, and oligodendrogliomas and 
cligodendroblastomas, for which it is traditionally the 
most useful. In the entire series, there was roentgeno- 
graphic evidence pointing to the presence of an intra- 
cranial tumor in 124 cases, or about 40 per cent. The 
ratio of direct to indirect evidence was a little less than 
1 to 2. 

Of the 109 patients with endothelioma, sixty-three, 
or 58 per cent, gave roentgenographic evidence of an 
intracranial lesion, with a practically equal division 
between the direct and indirect classes of evidence. Of 
the twenty-eight patients with oligodendroglioma or 
oligodendroblastoma, fourteen gave roentgenographic 
evidence of the lesion, ten indirect and four direct. It 
should be noted that for these two classes of tumor 
roentgenographic evidence of an intracranial lesion was 
given in 62 per cent of the 124 cases in the entire series 
and in 90 per cent of the thirty-nine cases with direct 
evidence of such a lesion. 


SUMMARY 

The clinical observations have been tabulated for a 
series of 314 cases of tumors of the frontal lobe micro- 
scopically verified; these cases had previously been 
classified as to anatomic site and pathologic classifica- 
tion of the lesion. The age and sex of the patients are 
given for each pathologic type of tumor. The duration 
of symptoms before patients came to the clinic is con- 
sidered in relation to the type of tumor present. 

The initial complaint in each patient’s history is con- 
sidered in relation to the various anatomic groups of 
tumors, as also are the principal complaints from the 
standpoint of frequency, which the patients made when 
registering at the clinic. The same consideration is 
given to the principal observations made at examina- 
tion, including roentgenographic signs. Special atten- 
tion has been paid to mental phenomena. The side of 
the brain involved by the tumor has been considered in 
relation to the occurrence of grand mal, aphasia and 
mental change. 


ABSTRACT OF DISCUSSION 


Dr. Atrrep W. Anson, Rochester, Minn.: In reviewing 
with Dr. Voris this series of tumors of the frental lobe in 
which increased intracranial pressure and changes in mental 
and psychic reactions were not accompanied by motor, sensory 
or reflex disturbances, I have looked for symptoms that might 
indicate the lobe involved. Unfortunately, the description of 
the psychic changes was not always recorded. I have been 
sufficiently impressed by the phenomenon that right-handed 
patients with tumors in the right frontal lobe are euphoric, are 
agreeable and lack fear, whereas right-handed patients with 


tumors in the left frontal lobe are morose, surly and obstinate, 
to consider it worth while recording such symptoms. . I have 
not had occasion to observe whether the converse is true for 
left-handed patients. All psychic changes are altered when the 
intracranial pressure increases to the extent that coma results. 


Dr. F. J. Gerty, Chicago: The authors found that there 
was some evidence of mental symptoms in 70 per cent of the 
patients with frontal lobe tumors. The study has been pri- 
marily a neurologic one. It would be of interest to know 
whether uniform psychiatric examinations were made in any 
considerable number of the cases presented here. Eight evi- 
dences of mental disturbance were shown. The most frequently 
encountered symptom was emotional indifference or the indif- 
ference of a patient to his condition or his environment. Intra- 
cranial pressure phenomena, and other somatic disease may 
present symptoms of this kind. The next mental symptom 
noted was loss of memory. It would make some difference 
what sort of memory defect. was present. A destructive retro- 
grade amnesia, such as is found in dementia, would need to be 
distinguished from the failure of memory, because the patient 
was in an unfavorable condition to recall accurately past con- 
ditions. Personality and character change was the next symp- 
tom in order of frequency.. These patients are under a toxic, 
organic type of stress. Two possibilities are to be considered 
with regard to symptoms of this type: First, organic stresses 
may bring out or exaggerate personality tendencies that are 
already present in the individual. Second, and it seems to me 
more important, clouding of consciousness renders: the patient 
more a creature of his automatic reactions and he is dependent 
on suggestions either from within or from without. The 
drowsy states and disorientation were next listed. They prob- 
ably have a similar explanation, the degree of clouding of. 
consciousness and the indifference to environment being greater 
in both disorientation and in drowsy states. My own experience 
would indicate that spatial and temporal disorientation usually 
go together, as the authors have found. Disorientation probably 
does occur more commonly than it is discovered. However, 
the patient’s condition with regard to orientation varies from 
time to time with the intensity of his symptoms, and it also 
varies with the conditions under which he is examined. For 
instance, darkness and confusion changes in environment tend 
to cause disorientation. Delirious states are listed sej: .rately. 
Euphoria was noted in thirty-four instances and depressed 
states in twenty-four. Taking all of the mental symptoms 
described as a group, I am of the belief that they indicate the 
fairly natural mental responses to discomfort, impaired sensa- 
tion, and clouding of consciousness. The latter may be partially 
protective. The relation of orientation to special areas of the 
brain is very doubtful. Disorientation must still be regarded 
as a general effect. Certain psychogenic effects must be 
allowed for. 

Dr. Lioyp H. Zrecter, Albany, N. Y.: The apparent dis- 
crepancy between the authors’ observations and those of others 
regarding the length of the clinical course produced by the 
malignant glioblastoma group is not easy to explain. It may 
be related to certain disabilities of observation that arise when 
the frontal lobes are the victims of a destructive lesion. Isolated 
symptoms, such as nystagmus or pyramidal tract signs, are 
not easy to interpret. Drs. Woltman and Kernohan have 
demonstrated that a neoplasm may push the brain in such a 
way as to produce pyramidal tract signs on the side of the 
lesion. Symptoms and signs may be produced by edema 
adjacent to the lesion; also by occlusion of blood vessels affect- 
ing brain areas at some distance from the site of the neoplasm. 
While patients with frontal tumors present outstanding diffi- 
culties to psychiatric study, further detailed observations over 
longer periods of time would doubtless clarify much that is 
obscure. Sometimes the symptomatology changes profoundly 
after from 100 to 200 cc. of 50 per cent dextrose has been 
administered intravenously. How many of the symptoms are 
on the basis of delirium due to brain swelling and the absorp- 
tion of destroyed brain products, and how many on the basis 
of fundamental failure in brain support, is not clear. 

Dr. ADRIAN VERBRUGGHEN, Chicago: From the tables it 
is obvious that there are many similar signs in buth cerebellar 
and frontal lobe tumors and it seems to me that this difficulty 
in decision offers one of the chief indications for ventriculog- 
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raphy, as often this is the only means of accurate diagnosis 
in these cases. Occasionally in frontal lobe tumors the syn- 
drome of Foster Kennedy develops and here one may find an 
elevation of one optic disk and a primary optic atrophy of the 
other. In these cases the tumor will be found in the frontal 
lobe on the side of the primary optic atrophy. If for some 
reason a ventriculogram cannot be made, it may be wise to 
place the patient in a face-down position for a few moments 
and tap the ventricles. If bilateral internal hydrocephalus is 
found, of course the tumor is cerebellar, at least in a vast 
majority of cases, but in an exceptional few it may be found 
on the third ventricle. However, if one dilated ventricle is 
found and the other ventricle is collapsed, the tumor will be 
found on the side of the collapsed ventricle. The length of the 
history is not always a guide to the type of tumor to be found, 
as it is known that patients present themselves with a short 
history which has lasted not more than three weeks or a 
month, and at operation a meningioma is found and a tumor 
that has obviously been growing for years. The shortness of 
the history in these cases may perhaps be explained by the 
sudden failure of the venous circulation around the tumor, with 
a resulting fairly well localized cerebral edema. 


Dr. H. C. Voris, Rochester, Minn.: I thank every one for 
their part in the discussion, and particularly Dr. Gerty for 
discussing so thoroughly the mental disorders, which we hardly 
had time to cover adequately in the presentation. In respect 
to Dr. Verbrugghen’s remarks about the syndrome of Foster 
Kennedy, we haven’t made as yet a separate analysis of the 
thirty-three basofrontal tumors in the group, feeling that they 
warranted separate consideration at a later date. However, 
they were included in the entire series because we hoped to 
present, as far as possible, an adequate picture of the observa- 
tions for the entire group of frontal lobe tumors. 





THE TREATMENT OF PERMANENT 
PARALYSIS OF THE DELTOID 
MUSCLE 


S. L. HAAS, M.D. 


SAN FRANCISCO 


Permanent paralysis of the deltoid muscle causes a 
crippling, disabling deformity of the arm with the 
resultant loss of power of abduction of the involved 
extremity. When conservative treatment, extending 
over a period of one year, has failed there remain sev- 
eral methods of surgical treatment by which, if success- 
ful, varying degrees of function may be restored to 
the paralyzed member. The results of neurotization 
and nerve transference with anastomosis are of doubtful 
value. 

There are two methods, namely, arthrodesis and 
muscle transposition, that have established their prac- 
ticability, as evidenced by a number of successful results. 
Each of these methods has its advantages and disad- 
vantages. In favor of arthrodesis is the greater likeli- 
hood of success and the greater strength and power 
of the functional force at the shoulder, at the expense 
of mobility. In favor of muscle transposition is the 
possibility of greater range of motion at the shoulder 
but with less power than in an arthrodesis. After a 
successful muscle operation there may be almost normal 
range of motion, while in an arthrodesis it is usually 
limited to 90 degrees and many useful movements 
cannot be performed, such as putting the hand in the 
pocket, back of the head, or to the opposite side of 
the body. 





From Shriners Hospital for Cripptes Children. ‘ 
Read before the Section on Orthopedic Surgery at the Eighty-Fifth 
cg Session of the American Medical Association, Cleveland, June 15, 
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With an arthrodesis there is a greater likelihood of 
fracture in falling or when an abnormal strain is put 
on the already atrophied bone. Scoliosis may be pro- 
duced or exaggerated by an arthrodesis. In bilateral 
paralysis a bilateral arthrodesis would be rather cum- 
bersome and leave the patient still more amenable to 
injury. In cases in which it may be necessary to 
ankylose the elbow joint on the same side, it would 
be preferable to have a movable shoulder joint with 
greater range of motion. 

When there is associated paralysis of the other 
extremities that preclude the possibility of hard work, 
a movable joint is better than a stiff joint. Also in the 
female, for cosmetic reasons, a muscle transposition is 
advisable rather than an arthrodesis, as in the latter the 
arm often projects out from the side and there is a 
flaring out of the scapula. 

Under 8 years of age an arthrodesis is not successful, 
while a transplanted muscle operation may give a good 
result. If muscle transplantation fails, arthrodesis may 
be resorted to subsequently if desired. 

The available muscles at the shoulder joint to take 
the place of the paralyzed deltoid muscles are the 
trapezius, triceps, biceps, coracobrachialis, pectoralis 
major, teres major, lavator anguli scapulae and latissi- 
mus dorsi. 

It is rather strange that so little is mentioned in 
textbooks on orthopedic surgery about muscle trans- 
position for deltoid paralysis, in view of the fact that 
there are numerous articles reporting successful results. 
Of the earlier reports, Hoffa’ in 1902 released the 
insertion of the trapezius muscle and transposed i 
into the deltoid with a satisfactory result. A number 
of others, including Gersuny, Kiliani and Lewis, have 
also utilized the trapezius. It is interesting to note 
that Kiliani? in 1910 recognized that the coexisting 
dislocation should be corrected at the same time. His 
method of operation consisted of severing the capsule 
on the humerus three fourths of the distance about the 
circumference and sewing it to the periosteum of the 
humerus 214 inches down the shaft. He then sutured 
the long head of the biceps in a double loop to hold 
the head up to the glenoid, using a principle similar 
to the one employed by Nicola in the treatment of 
habitual dislocation of the shoulder. Kiliani finally 
mobilized the insertion of the trapezius and sutured it 
to the raised up piece of the deltoid muscle. Lewis * 
in 1910 reported the results of a similar operation on 
a patient with paralysis of the deltoid. 

Hildebrandt, Sachs, Samter, Shepelman and others, 
with their individual modifications, have transferred the 
origin of the pectoralis major to the acromion and 
clavicle and obtained about 90 degrees of motion. Hil- 
debrandt’s * work in 1906 laid the foundation for this 
method when he transferred the entire origin of the 
pectoralis to the clavicle and acromion process and 
obtained about 90 degrees of abduction. 

Sloman, Schmidt, Stoeffel and Ober have used the 
triceps either alone or in conjunction with another 
muscle to take up the function of the paralyzed deltoid. 
Sloman *® in 1915 transferred the origin of the long 





. Hoffa, A.: Orthopaedische Chirurgie, ed. 6, 2:11, 1902. 

2. Kiliani, O. G. T.: An Operation for Paralytic Shoulder Joint Due 
to Infantile Paralysis, Ann. Surg. 51:79, 1910. 

3. Lewis, D. D.: Trapezius Transplantation in the Treatment of 
Deltoid Paralysis, 7 A. M. A. 55: 2211 (Dec. 24) 1910. 

4. Hildebrandt, Ueber eine neue Methode der Muskeltransplanta- 
tion, Arch. f. klin. Chin 78:75, 1906. 

§. Sloman: Ueber die Behandlung der Deltctdenslahmsbelt, Ztschr. 
f. orthop. Chir. 35: 1916 
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head of the triceps to the acromion process. Recently 
Ober ° has reported successful results from transference 
of the origin of the long head of the triceps and short 
head of the biceps to the acromion process. 

Riedel * has transposed the entire teres major, leaving 
its nerve and blood supply intact. The origin of the 
muscle is anchored to the spine of the scapula, while 
the insertion is sutured to the humerus near the inser- 
tion of the deltoid muscle. The pectoralis minor and 
levator anguli scap- 
ulae have been 
utilized in conjunc- 
tion with other 
muscle with in- 
creased function of 
the arm. 

Lange,’ Brad- 
ford,® Essers and 
others attached the 
trapezius to the 
humerus with so- 
called silk tendons 
and report satisfac- 
tory restoration of 
function. 

Fascia lata has 
been used to pro- 
long the trapezius 
so that it can be 
attached more se- 
curely to the hu- 
merus. Payr?® in 
1913 attached a 
strip of fascia to 
the trapezius and 
then sutured the 
free end of thé 
fascia to the long 
head of the biceps. 
Gallie and Le 
Mesurier # in 1921 
interwove strips of fascia lata into the trapezius muscle 
and then attached the free ends to the humerus, obtain- 
ing satisfactory results. Hesse '* resected the trapezius 
with the periosteum from the clavicle and, after abduct- 
ing the arm, inserted the periosteum into the deltoid 
tubercle of the humerus. This, in conjunction with 
the pectoralis major transplant, gave an excellent result. 
Stoffel ** freed the insertion of the trapezius from the 
clavicle and the spine of the scapula and sutured a 
piece of fascia lata about the raised up end. He then 
anchored the free end of the fascia lata to the humerus 
at the deltoid eminence. Mayer ** in 1927 presented 
a somewhat similar operation whereby he sutured a 
piece of fascia lata to the raised up trapezius muscle 
and, after passing the fascia strip through a ditch 
prepared in the spine of the scapula, inserted the free 








Fig. 1 (N. A.).—Range of motion of left 
arm before operation. 
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end of the fascia into the humerus near the insertion 
of the deltoid. 

In deciding on which one of these operations is the 
most suitable for a complete paralysis of the deltoid, 
a number of factors must be taken into consideration. 
In the first place the muscle to be transferred must be 
strong enough to carry on the function of the muscle 
for which it is to be substituted. Naturally the decision 
as to which one is preferable, either alone or in com- 
bination, depends on the strength of the available 
muscles, the operative adaptability, and the most advan- 
tageous pull on the arm. The trapezius is more likely 
to be spared in paralysis of the arm and to possess the 
necessary strength than the other muscles. It also occu- 
pies a more advantageous position for a direct pull in 
the frontal plane of abduction. The pectoral muscle 
may be efficient but its transference is not so easy and 
its pull not so efficient, unless the whole muscle is 
shifted, which, in the female, may be disfiguring. The 
triceps alone is not sufficient unless the short head of 
the biceps or the pectoral is used to assist it. 

It is believed, taking all factors into consideration, 
that the trapezius muscle is the most acceptable muscle 
for substitution for the paralyzed deltoid muscle. In 
the series of operations to be reported, the Stoeffel- 
Mayer type of operation has been used with various 
modifications to pre- 
vent or correct dislo- 
cation of the shoulder 
joint. 

METHOD OF OPERA- 
TION 

An incision begin- 
ning well out on the 
spine of the scapula 
follows along the 
spine to the acromion 
process and then to 
the outer third of the 
clavicle. The insertion 
of the trapezius is 
freed from the spine 
of the scapula and 
clavicle, care being 
taken not to include 
the supraspinatus 
muscle. The trapezius 
is then mobilized so 
that it forms a tongue- 
like mass, care being 
exercised to protect its 
main nerve and blood 
supply. A sufficiently 
long and wide strip of 
fascia lata, removed 
from the thigh, is now 
sutured to the raised 
up trapezius muscle 
with heavy braided 
silk. A ditch is cut out 
of the spine of the scapula just back of the acromion 
process and the free end of the fascia lata is passed 
through this ditch and over the apex of the shoulder in 
the subcutaneous fat to an incision that is made over 
the lower part of the paralyzed deltoid muscle. 
Through this second incision a rectangular piece of 
bone is removed from the humerus near the deltoid 





Fig. 2 (N. A.).—Result five years 


after trapezius fascia transposition. 
Five months after original operation it 
was necessary to free the adhered new 
formed tendon and surround it with a 
fat graft. 
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eminence and the free end of the fascia is brought 
down to this opening in the cortex, through which 
it is passed and then sutured to the surrounding peri- 
osteum. 

The results following this type of operation were 
at first quite good, but after a lapse of time there was 
a decrease in the range of motion. It was found that 
as the fascia passed through the ditch prepared in the 
acromion process it often became adherent to the bone, 





Fig. 3 (C. R., aged 5 years).—Range of motion of right arm before 
operation. This patient obtained a full range of abduction after a 
trapezius-fascia transposition. She then relapsed to the original condition. 


thus accounting for loss of function. It was necessary 
when this occurred to reoperate to free the fascia strip 
and surround it with free fat graft. These reopera- 
tions * presented an opportunity to study the union of 
fascia with muscle and, as reported in a previous paper, 
a direct union takes place and the fascia lata takes on 
a tendon-like appearance. In the more recent opera- 
tions the ditch in the spine of the scapula has been 
dispensed with and the fascia is brought over the acro- 
mion process as a flat band, anchored in several places 
to the deltoid muscle, or passed under the perimysium. 
The distal end is then passed under a raised up spicule 
of bone near the deltoid eminence and sutured to the 
surrounding periosteum. The low insertion is of con- 
siderable advantage because of the added leverage 
obtained on the humerus. 

It was also noticed that the muscle fascia operation, 
which worked at first quite well, later lost a great deal 
of its power, owing to a shift of fascia transplant. 
When these failures were studied it was found that a 





15. Haas, S. L.: Free Fascial Grafts: Their Union with Muscle, Cali- 
fornia & West. Med. 32: 387 (June) 1930; The Union of Grafts of 
Tt and Preserved Fascia with Muscle, Arch. Surg. 23:571 (Oct.) 
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causative factor for the shift in line of pull was usually 
a luxation of the humerus from the glenoid fossa. A 
careful check of the more recent cases shows that 
there is often an associated luxation of the shoulder 
in paralysis of the deltoid. This is to be expected when 
one figures that the strong deltoid muscle capping the 
shoulder joint helps to keep the humerus in its normal 
apposition to the glenoid. 

If there has been a failure of adequate protection 
by a brace there is further stretching of the capsule, 
which predisposes for a dislocation. It may not be 
amiss to call attention to the fact that an abduction 
brace, when applied so as to hold the arm in the frontal 
plane of the body, has the pernicious effect of forcing 
the head of the humerus out of the glenoid cavity. It 
is therefore important in the conservative treatment by 
braces or plaster, or for protection after the operation, 
to see that the arm is directed a little anteriorly to the 
frontal plane of the body. 

This frequent coexisting luxation whenever present 
demands treatment either before or at the time of the 
muscle operation. The 
Kiliani-Nicola, Henderson 
or Kirchner-Fowler types 
of operation are adaptable 
for the paralytic type of 
dislocation. The Kiliani- 
Nicola operation has been 
found to be preferable, as it 
is relatively easy to perform 
and can be done at the same 
time as the muscle fascia 
operation. 

Before the fascia trans- 
plant is anchored to the 
humerus, the long head of 
the biceps is exposed by 
dissecting through the 
atrophied deltoid muscle. 
By modifying the original 
operation of Kiliani-Nicola, 
the biceps tendon is cut in 
two and the proximal piece 
is passed through the hu- 
merus medial to the greater 
tuberosity in dislocations to 
the medial side, while in the 
lateral or posterior displace- 
ments it is passed lateral to 
the tuberosity. In so doing 
the operator obtains a cor- 
rective pull on the head of 
the humerus toward the 
glenoid cavity. 

Since it has been recog- 
nized that the dislocation of 
the shoulder joint is a hin- pi, 4 (¢ R, April 28, 1934). 
dering factor, either pri- —Full range of abduction after 
marily or secondarily, its fFansposition of the long head of 
correction naturally im- thé, triceps to the acromion and 

5 iliani-Nicola operation for dis- 
proves function. As men- location of the shoulder. 
tioned previously, the luxa- 
tion changes the line of pull and prevents a strong 
fixation of the head in the glenoid. The importance 
of this fixation of the head of the humerus has been 
emphasized by Mayer, who showed that the first 90 
degrees of motion after a trapezius-fascia transference 
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is a fixed rotation of the humerus and scapula. Any 
subsequent abduction is a free motion between the 
scapula and the humerus, due to the pull of the biceps, 
coracobrachialis or pectoralis major. This is the reverse 
of the normal movement of the upper extremity in 
abduction. In some of the patients following the oper- 


TABLE 1.—Functional Results Obtained from Operation: 
Trapezius Fascia Transposition 








Good Fairly Good Fair Failure 
12 6 7 5 
Good: 110 to 180 degrees of abduction 
Fairly good: 90 to 110 degrees of abduction 


Fair: 45 to 70 degrees of abduction 
Failure: Less than 45 degrees of abduction 





ation, the mechanism of motion is found to be similar 
to the normal movements of abduction. 


ANALYSIS OF THE RESULTS 

There were thirty-two patients with deltoid paralysis 
who were treated with muscle transposition operations. 
The trapezius with a fascial prolongation was employed 
in thirty, the pectoralis major in one and the teres major 
in one. The triceps and biceps were used in two cases 
to supplement the trapezius muscle. In two cases there 
was a bilateral abductor arm paralysis. In one of these 
cases a muscle transposition was performed on one side 
and an arthrodesis on the opposite side, while in the 
other a muscle transposition was performed on both 
sides. 

In the operation using the pectoralis major a fair 
functional result was obtained. This result could be 
improved on by transposing the muscle toward the 
acromion process. 


TABLE 2.—Strength of Accessory Muscles at the Time 
of Operation 








Good Fairly Good Fair Poor 
u 10 5 6 





In the biceps-triceps transposition the result was very 
good. 

There were three patients in whom a primary arthrod- 
esis at the shoulder joint was performed with the usual 
function for an arthrodesis. 

The results of the thirty operations in which a 
trapezius-fascia transposition was performed are given 
in the tables. 

In more than half the cases of this series, a satisfac- 
tory functional result was obtained. 

In comparing the number of good results as shown 
in table 1 with those showing good strength of the 
accessory muscles as shown in table 2, it will be noticed 
that there is a direct relationship between the strength 
of the transposed and accessory muscles and the func- 
tional result obtained by operation. The stronger the 
transposed muscle and accessory muscle, the better the 
result. 

The Kiliani-Nicola type of operation was used in 
twelve of the seventeen cases. In these seventeen cases 
the muscle study showed that the strength of the acces- 
sory muscles was weak in thirteen. In other words, 
there is a greater tendency to dislocation when the asso- 
ciated muscles are weak. 
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In more than half of the cases either a good result 
or a fairly good result was obtained, even though the 
muscles were weak in a majority of the cases. This 
increased function obtained even with the weak muscles 
must be attributed to the added fixation obtained by 
the operation. The mechanism of the trapezius muscle- 
fascia transposition is, in the major part, a movable 
arthrodesis ; hence the necessity of a good fixation at 
the shoulder joint. a 

There were eight patients with a combination of 
shoulder and elbow paralysis. In three the results were 
good and in five fair (table 5). Considering the exten- 
sive paralysis, these results offer a fair degree of encour- 
agement for a successful result in an apparently hopeless 
extremity. 

The trapezius muscle was strong in almost two thirds 
of the cases. This is twice the total of the other three 
muscles and establishes it as the muscle most preferable 
for transference in deltoid paralysis. 


SUM MARY 


The stronger the trapezius and the accessory muscles, 
the greater is the possibility of a successful outcome 
for the operation. 


TABLE 3.—T ype of Operation for Associated Dislocation 








Kiliani- Kirschner- Combined Fascia 
Nicola Henderson Fowler and Bone Graft 
12 3 1 1 





It was found that a long period of protection by an 
abduction brace, and muscle training extending over 
a period of from six to twelve months, was important. 
In the earlier treatment, when the brace was dispensed 
with too soon, an apparently successful result was fol- 
lowed by a gradual loss of function. 

In cases of partial failure from a trapezius transplant, 
some other muscle, such as a triceps, teres major or 
part of the pectoralis major, may be transposed to give 
the necessary added power. 

It is important to treat the frequently associated dis- 
location of the head of the humerus previous to or at 
the time of the original operation. In children, the 
Kiliani-Nicola type of operation is satisfaetory. 

In a number of cases of this series only a partial 
result at best could be expected, as there was not suffi- 
cient muscle power to warrant either a muscle operation 


TABLE 4.—Results Obtained in Operations Requiring Correction 
of Dislocation 








Strong Muscle Weak Muscle 


ce SOE EE CPOE e ET ECON T ET PEELE 3 4 
a eer eee 1 6 
PRG CaS ise s elec sc ceerretccsuecedece’ 0 3 





or an arthrodesis. It was thought worth while, how- 
ever, to attempt to restore some function to these abso- 
lutely helpless extremities and, although. perfect results 
have not been secured in these cases, sufficient function 
has been obtained to justify the operation. 

It is to be noticed that in a number of the cases there 
was also complete loss of function at the elbow joint 
and partial disturbance in the wrist and finger motion. 
In spite of these additional handicaps, which also 
demanded operative treatment, a number of the extremi- 
ties have been restored to a fair degree of usefulness. 
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The average age of the patients at the time of opera- 
tion was 9 years. The youngest patient operated on 
was 6 years of age and the oldest 14 years of age. The 
average duration of the disease before the operation 
was four years. All but a few of the patients recently 
operated on have been under observation from one to 
six years. 


[ABLE 5.—Combination of Paralysis at the Shoulder and Elbow 
Joints: Functional Result from Operation 








Good Fairly Good Fair Failure 
3 0 5 0 





In girls and those patients with severe paralysis of 
other extremities, and for most patients in general who 
will lead a more or less sedentary life, a muscle trans- 
position is preferable to an arthrodesis because of the 
better cosmetic results, the greater range of motion, 
and the less likelihood of subsequent injury to the 
patient. In case of failure from a muscle operation 
one can still resort to an arthrodesis. 


CONCLUSION 

Transplantation of the trapezius muscle, with a fascia 
lata prolongation into the humerus, is a rational pro- 
cedure for treatment of paralysis of the deltoid muscle. 

It is important to treat the coexisting dislocation at 
the shoulder joint at the time of the original operation 
or subsequently, should it develop. 

The stronger the accessory muscles, as the pectoralis 
major, biceps, coracobrachialis and scapula muscle, the 
better the result. However, in a number of patients 
without the prerequisite strength of the muscle and in 


TABLE 6.—Strength of Muscles Available for Transplantation 
in Thirty-Two Cases 








Strong Medium Weak 
THO i caks.. cavasevcedexesayates 20 10 2 
Mo |: A ee 6 14 12 
DRikng0a0oc0n ciweriah acids censiaes 2 ll 19 
DRO sob k:t otk ve nevs cabusessyatdaasde 2 13 17 





addition an associated paralysis of the elbow joint some 
gratifying results were obtained in apparently hopeless 
extremities. 

A long period of postoperative physical therapy and 
protection from strain, up to a year if necessary, is 
important in obtaining the maximum effect of the 
operation. 

450 Sutter Street. 


ABSTRACT OF DISCUSSION 


Dr. James A. Dickson, Cleveland: Dr. Haas made a thor- 
ough analysis of his cases before and after operation and he 
has a series sufficiently large to make his conclusions a valuable 
contribution. Many have been prone to accept the arthrodesis 
of the shoulder as being sufficient in some of these cases. 
Dr. Haas has demonstrated the advantage of the possibilities of 
tendon and muscle transference. I believe the importance he 
has laid on the stabilization of or the luxation of the shoulder 
joint by the Nicola procedure cannot be too strongly emphasized 
because the underlying principle is of the greatest importance 
in this work. In my own work I have not used the trapezius 
except in cases in which there is a good biceps and triceps. I 
have found that the Ober operation with fixation to the acromion 
has given me the most satisfactory results. Dr. Haas has 
demonstrated the advantage of making use of the trapezius and 
has stimulated me to use this method more often. 
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Dr. A. H. Brewster, Boston: I should like to compliment 
Dr. Haas on the results he has shown and relate our experience 
in the Children’s Hospital in Boston. Quite a number of times 
we have attempted trapezius transplants, putting fascia under- 
neath the trapezius, running the fascia band through another 
tube of fascia, but the results have not been anything like 
Dr. Haas’s. I think, as he said, the accessory muscles must be 
good and that is one of the most important conditions. On 
examining a number of the trapezius transplants that regain 
power, one will find often that a weakened deltoid has been 
helped by the transplant and is doing part of the work. Going 
on to the transplantation of the triceps and biceps, we have 
found the biceps, the short heads of the biceps, if good or normal 
is almost, in itself, sufficient to raise the shoulder and put it 
through normal function. We have combined the Nicola opera- 
tion with that of Dr. Ober and we have found, as Dr. Haas 
has, that it is necessary to take care of the subluxation of the 
shoulder joint. I believe that a combination of these operations, 
when the biceps and the triceps are weak, is often very 
satisfactory. 


Dr. Rosert D. ScHrocK, Omaha: When Dr. Haas’s paper is 
published those who read it critically will have as much 
pleasure in it as we have had in seeing the beautiful demon- 
stration of its effectiveness. The chief point to me was the 
careful discernment, detailed analysis of the individual case from 
the standpoint of muscle power before the determination of the 
procedure to be done and also the vocational adaptability of this 
individual during the years to come. 


Dr. Water A. Hoyt, Akron, Ohio: It is unfortunate that 
every one couldn’t have read this paper first, because it is a real 
contribution. I am sure that all are going to enjoy reading it. 
Orthopedic surgeons have been going through with the shoulder 
very much what they did with the foot for so many years— 
transplantation done promiscuously, without any real reason or 
careful determination of the muscle power and, of course, with 
many bad results. It was not until some method of stabiliza- 
tion of the foot was developed that transplantation became 
successful. To me, the most important part of Dr. Haas’s paper 
is the stabilization, the so-called movable stabilization of the 
head of the humerus. If that is true (and I think the pictures 
show that the head remains stable during the motions) it seems 
to me that, rather than wait until one sees whether there is a 
luxation after the transplantation is done, it should be per- 
formed as a routine procedure with the transplantation because 
in many of the cases Dr. Haas reported a secondary operation 
was required. I should like to ask Dr. Haas what position he 
puts the shoulders in. I had an experience a year ago in doing 
an operation in a case of Sprengel’s disease, of having a 
paralysis of the whole arm develop, much the same as in the case 
reported by Whitman and in one other by Dr. Roy Abbott. In 
those cases there was no trauma that could account for the 
amount of paralysis. I wonder whether in some of these cases 
one might find the same thing taking place in the fixation. It 
would be rather difficult to recognize because of the already 
marked amount of paralysis. Maybe that accounts for some of 
the bad results. 


Dr. Sytvan L. Haas, San Francisco: All of these patients 
had been treated conservatively for at least a period of a year, 
and most of them for two years, without showing any sign of 
return in the paralyzed deltoid, so I don’t think the operation 
has had any effect on the deltoid muscle. It has increased the 
fixation of the humerus to the glenoid. In answer to the ques- 
tions of the position, the arm is generally placed at 110 degrees 
of abduction either in plaster or in a brace. The most important 
point to realize is that one must not take away this protection 
too soon. I started physical therapy at the end of seventeen 
days. At first I used to keep the arm up for three months but 
found, as may have been noticed in one boy shown, that they 
often relapse and lose what was gained. By continuing with 
the protection for almost a year and watching carefully, one 
gets much better final results. The transposed muscle must 
regain strength just like a muscle that is paralyzed after polio- 
myelitis. The longer the time of fixation, the better the result. 
It not only increases the strength of the muscle but it gives 
better fixation in the glenoid. 
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The treatment of ulcerative colitis is primarily a 
medical problem and fortunately most patients with 
this disease respond reasonably well to a carefully regu- 
lated medical management. In some patients these 
conservative measures are insufficient to control or 
arrest the disease, and surgical treatment is indicated 
and necessary for relief. As the result of recent interest 
and study of ulcerative colitis there have been many 
reports dealing with the etiology, diagnosis and medical 
management of these cases, so that at present the disease 
is suspected earlier in its course and its presence is 
proved by proctoscopic examination and the barium 
enema. There have been fewer reports dealing with 
the surgical treatment of the intractable cases. It is 
my purpose in this discussion to present a group of 
these patients treated at the Lahey Clinic by ileostomy 
and by partial and complete colectomy and to outline 
indications for operation-and the results of this opera- 
tive treatment. 

The surgical treatment of ulcerative colitis aims first 
to put the infected colon at rest by diverting the intes- 
tinal contents on the abdominal wall. This in theory 
permits the greatest degree of healing possible, since 
the ulcerative surfaces are not constantly traumatized 
and irritated by feces. Secondly, it permits removal 
of the infected bowel and eradication of the compli- 
cations associated with the disease. A third purpose 
should be mentioned—that of irrigation of the involved 
bowel by establishment of a fistula above the infectious 
process. In my opinion this is not of great value, since 
all that can be accomplished by this means can be 
obtained by irrigations through the rectum. 

It is impossible in this paper on the surgical treatment 
to discuss the clinical course and the diagnosis of ulcera- 
tive colitis, but there are certain aspects that must be 
considered for a proper application of surgical therapy. 
The disease varies within wide limits in its severity. 
While it may be mild with few symptoms, it frequently 
runs a chronic course with acute exacerbations and 
recurrences. The ulcerative process usually begins low 
in the large intestine in the rectum or rectosigmoid but 
tends to extend to the colon, so that all of the large 
intestine becomes involved. In relatively few patients 
does the process remain localized for a considerable 
period. The infection is not limited to the mucous 
membrane but tends to involve all of the wall, so that 
in addition to the large areas of mucosal ulceration the 
muscular wall becomes markedly thickened and the 
serosa is found to be edematous and injected. In this 
severe and chronic form the secondary complications 
of the disease are frequent. 

There are a number of complications that may occur 
in ulcerative colitis. Acute and subacute perforations 
may occur in the acute fulminating form of the disease. 
These occur in the deep, punched out ulcers and usually 
result in a fatal peritonitis. Operative treatment in 
these cases is of no benefit in the form of either simple 
peritoneal drainage or closure of the perforation. These 
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patients too are in such poor condition that neither 
a localized nor a spreading peritonitis can be withstood. 
Perforation in the chronic cases, on the other hand, 
usually leads to localized abscess formation within the 
peritoneal cavity or abdominal wall or results in fistulas 
between adjacent loops of intestine, or fistulas between 
the colon and the bladder, vagina or perineum. Surgical 
treatment in this group offers a definite chance of relief, 
since resection can be carried out following permanent 
ileostomy. Polypoid degeneration of the remaining 
mucosa is another complication encountered. It 
occurred in five of our patients at the clinic and was 
reported in 10 per cent of the series studied by Bargen 
and Comfort. These polypi may encroach on the 
remaining lumen of the bowel so that drainage of the 
mucus, pus and blood from the infected area is inef- 
fective. Malignant degeneration of these polypi has 
been reported but was not encountered in our patients. 
The development of partial or complete obstruction in 
the colon is a not infrequent finding and offers a definite 
surgical indication. The recurrent ulceration and 
inflammation of the colon and rectal wall is followed 
by partial healing with accompanying fibrosis, so that 
a marked narrowing of the lumen occurs and has in 
two of our patients produced complete obliteration of 
the lumen at one or more points. In four patients 
the stricture formation in the rectum was so extensive 
that a digital examination beyond the anal sphincter 
was impossible. The last serious complication of sur- 
gical significance is the recurrence of symptoms asso- 
ciated with general malaise, fever and local bowel 
symptoms. In these patients, who are apt to be entirel) 
incapacitated during recurrences, surgical treatment 
seems indicated. 

From a consideration of these complications, we feel 
that surgical treatment is at times indicated in the long 
standing recurrent cases of ulcerative colitis. We do 
not believe that the indication for surgery in the acute 
cases can be so clearly defined. Every one dealing with 
this problem has seen patients in the first attack of 
ulcerative colitis go progressively downhill with a fatal 
termination in spite of medical measures. On the other 
hand, some of these acute cases respond reasonably well 
without surgical intervention. This leaves one rather 
in a quandary as to the selection of cases of this type 
for ileostomy. I can simply state that it is our practice 
at present to place these patients on medical manage- 
ment, and if they do not show a satisfactory response 
after from two to three weeks’ treatment, a transverse 
ileostomy is carried out. It must be recognized that 
surgical intervention in these acute cases is very serious 
and a high operative mortality must be accepted. 

In the chronic cases, the proctoscopic examination and 
the barium enema will reveal the extent of the process 
and will suggest the degree of function that can be 
expected in the involved bowel. When the haustral 
markings are absent in the roentgenographic examina- 
tion and the colon appears rigid and of the “lead pipe” 
type, when digital and proctoscopic examinations indi- 
cate marked destruction of the rectum, we feel that 
permanent drainage above the involved portion is indi- 
cated. This brings up the consideration of ileostomy or 
colostomy as a permanent drainage in these cases. Early 
in our experience we performed ileostomy with the idea 
of utilizing it as a temporary measure in order to per- 
mit healing of the infected bowel while at rest. After 
we had observed patients for considerable periods of 
time after ileostomy, it was found that the colon showed 
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little evidence of sufficient healing without stricture 
formation to permit reestablishment of the intestinal 
tract. We feel very strongly that in those patients 
with ulcerative colitis in whom an ileostomy is con- 
sidered it must be accepted as a permanent drainage, 
and we have in no case felt justified in reestablishing 
the intestinal continuity. Certainly in adult patients 
the catch phrase “once an ileostomy always an ileos- 
tomy” can be said to express the situation. _ 

The necessity for colostomy in the treatment of car- 
cinoma of the rectum is now accepted, since it is well 
recognized that a patient with colostomy can manage 
it without serious difficulties. It has been repeatedly 
stated in the literature that a permanent ileostomy 
creates a deplorable situation because of difficulty in 
the control of the liquid discharge of feces. We have 
learned that ileostomy can be handled with only mod- 
erately more difficulty than can a colostomy. Certainly 
ileostomy can be tolerated by most patients for indefinite 
periods of time without impairment of health if the 
disease itself can be arrested. A dietary deficiency 
state, similar to pellagra, has been reported but is 
rare. In the acute cases it is very important to realize 
that a large amount of fluid is lost following ileostomy, 
together with substances of food value, but especially 
the chlorides may be depleted. The level of the blood 
chlorides must be followed carefully following opera- 
tion, and it is necessary to give large amounts of dex- 
trose and saline solution to compensate for this loss. It 
is quite probable that some of the postoperative deaths 
result from depletion of the chlorides and starvation. 
It has been our observation that the function of fluid 
absorption in the colon can be partially compensated 
for by fluid absorption in the terminal ileum. We have 
been impressed by the fact that patients with ileostomy 
who have subsequently had complete colectomy tend 
to have semisolid movements from the ileostomy, 
whereas patients with ileostomy with the colon still 
present shows less tendency to fluid absorption by the 
ileum. Three of our patients with ileostomy who have 
had complete colectomy manage their ileostomies and 
are able to carry on a normal activity (fig. 1). Each 
wears a colostomy belt both day and night, and they 
find it necessary to empty it three or four times a day 
but not during the night. In these patients irritation 
of the abdominal wall at the site of the ileostomy has 
been intermittently present, but at all times under con- 
trol and not interfering with wearing of a colostomy 
apparatus. The fact that ileostomy can be managed 
in these patients while carrying on an active life justifies 
its performance in those patients who cannot be 
relieved by medical measures. It would be misrepre- 
senting the facts to state that ileostomy is not a serious 
inconvenience, and I do not wish to imply that it is 
not; but it should be pointed out that this difficulty 
has been greatly exaggerated in previous reports. 

The technic of ileostomy is relatively simple. It must 
completely divert the intestinal content so that the tube 
ileostomy is not satisfactory. We prefer a right rectus 
incision and make no attempt to utilize the muscles 
of the abdominal wall for any possible sphincteric 
action. Under local or spinal anesthesia the terminal 
ileum is identified without exploration of the abdomen 
and with as little handling of the intestine as possible. 
lhe point is selected 4 inches from the ileocecal valve 
and the ileum divided transversely between clamps, care 
being taken not to interfere with the blood supply of 
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the mesentery of the distal ileum. The two ends are 
then drawn out together and the layers of the abdominal 
wall closed loosely about them. The intestine is not 
sutured to peritoneum, fascia or skin, but it is held 
in place by the clamps with dry gauze next to the skin 
to aid in the formation of adhesions. The rent in the 
mesentery is anchored to the peritoneum in order to 
prevent any prolapse of either segment. The clamps 
hold the bowel in position until firmly anchored by 
adhesions. In patients with severe toxemia the catheter 
is immediately sewed into the proximal segment, but 
in the less severe cases drainage is delayed for twenty- 
four hours. We have on occasion approximated the 
proximal and distal loops in the form of a Mikulicz 
spur, so that later reestablishment of the intestinal tract 
could be obtained extraperitoneally. This we now feel 
is not indicated, since there is no prospect that the con- 
dition of the colon will permit it. In case ileostomy 
is done definitely as the first stage of colectomy, the 
distal ileum may be inverted and dropped into the abdo- 
men as suggested by Rankin, but this should not be 
done unless it has 
been shown by the 
barium enema that 
no obstruction is 
present within the 
colon. 

In the past, ap- 
pendicostomy has 
been utilized by a 
number of surgeons 
in the treatment of 
ulcerative colitis. 
This has been em- 
ployed for the sole 
purpose of provid- 
ing a means of irri- 
gation of the bowel 
vee! without diverting 

=="! the intestinal con- 
tent. While it is still 














Fig. 1.—Usual double-barreled transverse 


ileostomy performed two years previously. bejng emploved in 
This ileostomy was ge just to the left 8 _—s 
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and below the oan cus to facilitate + certain clinics, it 
plete colectomy. e recent incision on the 
right was made when the first stage of com- has for the most 


plete colectomy was performed. There is an part been discarded 
absence of skin digestion and no tendency ‘ . 
to prolapse of either proximal or distal ileum. either for medical 
management or for 
more radical surgical procedures. Cecostomy, on the 
other hand, offers more definite advantages, particularly 
in those cases in which the disease is limited to the lower 
bowel. When employed, it would seem best to deliver 
the entire cecum outside the abdominal wall rather than 
to employ a tube cecostomy. We have not used either 
of these operations with one exception, so they will 
not be discussed further. Colostomy, on the other hand, 
done well above the involved portion of the bowel in 
patients in whom the disease is limited to the sigmoid 
or rectum, has been of value in our hands. In two 
cases in which the disease was limited to the sigmoid 
and rectum we made a loop colostomy in the left colon. 
Further observations showed that the disease extended 
above the colostomy, so that the entire large intestine 
later became involved. However, in two other cases 
colostomy was done in normal bowel and was followed 
by the abdominoperineal resection of all the bowel below 
the colostomy. In neither of these cases has the ‘disease 
recurred in the remaining colon. I feel that valuable 
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information is offered from a consideration of these 
four cases. The progress of the disease proximally was 
not arrested in either case of colostomy in which the 
involved bowel was left in place, whereas both patients 
who had complete removal of the involved bowel after 


colostomy have remained well. In the first two cases 
the disease progressed within a few months above the 
colostomy, so that it seemed important to carry out the 
resection within a few weeks of the preliminary 
drainage. 

Partial colectomy or segmental resection of the colon 
is of value in few cases. These must be selected with 
great care, based on careful sigmoidoscopic examination 
and a barium enema, confirmed by careful examination 
of the entire colon at the time of operation. It must 
be appreciated that it is very difficult to be certain 
of the limitation of involvement either by direct visuali- 

















Fig. 2.—Specimen consisting of cecum, ascending colon and half of 
the transverse colon. The ulcerative colitis was known to have been 
present for twenty-one years, appendicostomy having been performed by 
Dr. Lahey in 1912. Contraction, ulceration, polyposis and deformity of 
the colon are evident, 


zation of the colon or by palpation. The more con- 
servative procedure of partial colectomy seems justified 
at times, but it must be realized that the disease may 
progress to involve the remaining colon. The technic 
of partial colectomy is identical to that for carcinoma 
except that little of the mesentery need be included in 
the resection. I feel that the modified Mikulicz type 
of resection should be employed in all colon resections 
for this disease, and that if the rectum is to be excised 
it should be done by a two stage abdominoperineal 
resection in order to avoid the complication of peri- 
tonitis. 

Because of the usual pathologic changes in the chronic 
cases of ulcerative colitis when the entire large intestine 
is invelve:d, complete colectomy will more often be neces- 
sary’ and applicable than partial colectomy. Complete 
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colectomy is unquestionably a formidable procedure 
and should be done only in those cases in which relief 
cannot be obtained by any other means. The technic 
of complete colectomy will be presented in another 
communication. It should be done only after a long 
trial of transverse ileostomy. It should be carried out 
in two or three stages in addition to the ileostomy, 
The terminal ileum, cecum and ascending colon and a 
portion of the transverse colon proximal to the middle 
colic artery can be resected at the first stage in the more 
serious cases, followed by the removal of the transverse 
colon, the descending colon at a second stage, and the 
abdominoperineal resection of the remaining segment 
at a third stage. In better risk patients, all of the colon 
from the cecum to the sigmoid (fig. 5) can be resected, 
followed by a second stage abdominoperineal resection, 
Because of the tendency to stricture and abscess forma- 
tion in the bowel, my associates and I implant the distal 
loop of the colon in the abdominal wall to provide drain- 
age and to avoid peritonitis. This does not add greatly 
to the difficulty of carrying out the next stage. While 
it would be easier technically to attempt to close the 
distal segment and leave it within the abdomen, this 
would seem to be unwarranted because of the dangers 
involved. I feel that the operations should be separated 
by an interval of at least two months in order to permit 
the improvement that follows the resection of a portion 
of the infected bowel. 

At the Lahey Clinic, sixty-three patients with ulcera- 
tive colitis have been treated. In this group there was 
a relatively high proportion of serious and complicated 
cases. Surgical treatment has been carried out in 
twenty-one cases (one third of the total group) while 
the remainder have been carried on medical treatment 
alone. This represents more radical therapy than in 
other reported series. Ileostomy has been performed 
fourteen times, and in all these cases the disease involved 
the entire large intestine. In eight cases the ileostomy 
was performed for the severe toxemia that was present. 
In six it was performed as a preliminary to complete 
colectomy. There were five postoperative deaths fol- 
lowing ileostomy, all of which occurred in the acute 
cases in which there was a severe toxemia. One was 
the result of a coronary thrombosis. One resulted from 
an acute perforation of the colon, and the remaining 
three patients died as a result of the severity of the 
disease plus some degree of operative shock. 

In the six patients in whom ileostomy was done as 
a preliminary to complete colectomy, one patient died 
five months later. This patient had had the disease 
for twenty-three years, and complete colectomy was 
considered to be the only possible treatment to relieve 
her condition. At the onset of the disease an appen- 
dicostomy had been done, which had been open inter- 
mittently for several years. After a two months trial 
of medical treatment, a colostomy of the transverse 
colon was done, since the disease appeared to be limited 
to the lower part of the bowel according to the roentgen 
and operative observations. It is quite likely, however, 
that it had already extended above this point, since 
the right colon was shown to be involved shortly after, 
and ileostomy was performed to be followed by com- 
plete colectomy. A first stage right colectomy was 
carried out two months later, and she improved some- 
what for a few weeks (fig. 2). She then began to fail 
rather rapidly with the progress of the disease and died 
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three months after the first stage colectomy from mul- 
tiple chronic perforations and fistulas with peritonitis. 
A second patient has had a remission of the disease for 
thrce years following ileostomy and has been free from 
attacks of chills, fever or malaise. Complete colectomy 
has since been considered for this patient, but as he 
continues in remission it has been indefinitely delayed. 
One patient has had the ileostomy done too recently 
to permit a decision in regard to complete colectomy. 
Two patients have had a complete colectomy in two 
stages, and one has 
had one in three 
stages. All have 
been well for ap- 
proximately one 
year. Each has been 
able to resume a 
normal activity; in 
one acute intestinal 
obstruction devel- 
oped four months 
after colectomy, 
which was relieved 
by the division of an 
obstructing band. 

In six cases the 
involved portion of 
the bowel was lim- 
ited, and partial or 
segmental resection 
was carried out. 
In two cases the 
rectum alone was 
involved for a dis- 
tance of 6 inches (15 cm.) with marked ulceration 
and thickening associated with perineal fistula, recto- 
vaginal fistula and multiple fissures of the perianal skin. 
Abdominoperineal resection was carried out in two 
stages in each of these cases, several inches of normal 
bowel being removed above the involved portion (fig. 3). 
A third patient had involvement of the descending colon, 
sigmoid and rectum, with obstruction of the sigmoid 
presenting a defect in the barium enema suggestive of 
a malignant lesion. A Mikulicz resection was then 
carried out, the spur between the two loops being left 
intact in the hope that the process below might subside. 
In this case the remainder of the colon had become 
involved, and we felt that ileostomy and complete colec- 
tomy were now indicated. These four cases were men- 
tioned earlier in the paper in connection with colostomy. 
Two patients had the process limited to the colon, the 
first involving the transverse colon, producing partial 
obstruction, multiple fistulas of the .wall and polypoid 
formation. A Mikulicz resection of the entire trans- 
verse colon was carried out, the cecum being joined to 
the descending colon. The second patient had involve- 
ment of the right colon and had complete right colec- 
tomy after the same technic. Both of these patients 
had subsequent closure of the temporary colostomy, but 
the abdominal wound broke down, at least temporarily, 
and subsequently closed spontaneously. The following 
case report illustrates the value of a segmental resection 
in ulcerative colitis : 

Cast 1—M. O., an unmarried woman, aged 39, seen in 
August 1932, had noticed two years previously that her mouth 
Was sore and shortly afterward a persistent diarrhea had 
developed. Mucus and blood were passed with severe pain on 
defecation. Nine months after the onset of diarrhea, arthritis 
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Fig. 3.—Abdominoperineal resection of the 
sigmoid and rectum for ulcerative colitis of 
two years’ duration. The disease in this 
case was strictly limited to the lower sig- 
moid, rectosigmoid and rectum. This illus- 
tration, taken one month after the first stage 
operation, shows the permanent proximal 
colostomy in the left upper quadrant with 
the implanted distal end above the pubis. 
There has been no return of symptoms in 
the twenty-twe months since abdomino- 
perineal resection, 
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developed in the knees, shoulders, hands, neck and spine. Ton- 
sillectomy was performed in October 1931 with relief of the 
sore mouth and some improvement of the arthritis. Previous 
to our examination she had been confined to bed for five weeks. 
She had lost a total of 50 pounds (22.7 Kg.) from a normal 
weight of 150 pounds (68 Kg.). Recently she had been having 
small dejections every fifteen minutes and had frequent spells 
of nausea and vomiting. 

On examination the patient was pale and emaciated and 
appeared acutely ill, The tonsils were absent and the teeth 
were in good condition. The anterior cervical glands were 
palpable. The heart was not enlarged and there was a loud 
blowing systolic murmur heard to the left of the sternum. The 
pulse rate was 110 with a regular rhythm, and the blood pres- 
sure 100 systolic, 70 diastolic. There was tenderness in the 
left lower part of the abdomen, where the outline of the sig- 
moid could be made out. The rectum was indurated, con- 
tracted and tender. Mucus and pus were found on proctoscopic 
examination with the typical changes of ulcerative colitis. The 
barium enema showed the sigmoid to be narrow and spastic, 
with failure to fill out at any time, while the remainder of the 
colon beyond this point filled out satisfactorily. She was 
admitted to the hospital, Aug. 24, 1932; her temperature 
remained over 102 F. and the tenesmus and diarrhea were not 
diminished. Operation was carried out, August 29, because of 
the severity of the condition and contraction of the sigmoid 
and rectum. On exploration the process seemed limited to the 
sigmoid and rectum, so that the descending colon was divided 
3 inches above this point, the proximal end being brought out 
as the end colostomy and the distal end implanted above the 
pubis as described by Lahey for resection of carcinoma of the 
rectum (fig. 3). .A wound infection developed but gradually 
improved and the patient was discharged from the hospital 
one month later. At this time she was afebrile and had normal 
movements by colostomy every three days. The rectal dis- 
charge continued, but the tenesmus was much less troublesome. 
Six weeks after operation she had gained 20 pounds (9 Kg.) 
and felt better than she had at any time since the onset of the 
disease. Proctoscopy was not 
possible because of contraction 
of the rectal lumen to the 
caliber of one finger. No pus 
was evident, although digital 
examination caused free bleed- 
ing. Abdominoperineal resec- 
tion was carried out, Novem- 
ber 12, approximately six weeks 
after colostomy. She was dis- 
charged twenty days later in 
good condition. She has been 
well without any recurrence of 
fever for eighteen months. She 
does not find it necessary to 
wear a colostomy bag. Inspec- 
tion and proctoscopic examina- 
tion of the colostomy shows 
normal mucosa. 


From experience in these 
cases I feel that in rare 
instances the disease may be 
limited to a portion of the 
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the time interval after colectomy has not been long 
enough to judge whether these patients will remain 
permanently well, I feel that this procedure offers defi- 
nite relief in the intractable and complicated cases. 
The following case report is typical of those treated by 
complete colectomy : 


Case 2—Mrs. M. S., aged 25, who came under observation 
in December 1930, for three months had had a severe diarrhea 
with from eight to twelve loose movements daily containing 
mucus, pus and blood. She complained of nausea, occasional 
emesis, fever and loss of weight. She presented the picture 
of an acute toxemia with prostration. Sigmoidoscopic examina- 
tion was negative except for the presence of mucus and blood, 
with a normal appearance of the mucosa of the lower part of 
the bowel. A barium enema showed a variation in the haustral 
markings in the cecum and ascending colon and this portion 
of the bowel was spastic and irregular, while the remainder of 
the colon filled and emptied normally. The stools were nega- 
tive for Endamoeba histolytica and Bacillus tuberculosis. The 
Craig test was negative. 

















Fig. 5.—The colon removed in a severe case of ulcerative colitis four 
years following ileostomy. Marked stricture formation is evident at the 
hepatic flexure and in the descending colon. At one point even a small 
probe could not be passed through the lumen. The remainder of the large 
intestine, including the sigmoid, rectosigmoid and rectum, were removed 
by abdominoperineal resection two months later; A, blind ends; B, ileum. 


After two weeks of medical treatment her condition was 
unimproved, and she continued to have a “septic type” of fever. 
A transverse ileostomy was done in January 1931, the ileum 
being brought out on the left side, as it was hoped that a seg- 
mental resection of the right colon would relieve the condition 
(fig. 1). Following ileostomy there was a striking reduction 
in the fever and the patient made satisfactory improvement and 
was able to leave the hospital three weeks after ileostomy with 
a normal temperature. 

She was seen at frequent intervals, and during the following 
year she was fairly well; but at no time was she free from 
diarrhea, and in addition she had recurrences of chills and 
fever every two or three months. Eighteen months after 
ileostomy she first showed involvement of the rectum and sig- 
moid by proctoscopic examination. During the next six months 
she was totally incapacitated because of the recurrence of all 
symptoms and abdominal and pelvic pain. A tender mass 


developed in the right lower quadrant, a rectovaginal fistula 
was discovered, and there was marked pelvic tenderness on 
bimanual examination. 


An infectious arthritis developed in 
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the left ankle. Colectomy was advised at this time, two years 
after ileostomy. 

In February 1933 the cecum, ascending colon and hepatic 
flexure were resected (fig. 4). The cecum was markedly 
thickened, contracted and bound down by adhesions, and a 
chronic perforation into the abdominal wall with abscess was 
encountered. This total segment measured but 5 inches (12.7 
cm.) in length. She made a good recovery and in two months 
had gained 19 pounds (8.6 Kg.). Her appetite was good, 
there was little discharge from the rectum, and she was able 
to work about the house. 

The second stage colectomy was carried out in May, the 
transverse descending colon and sigmoid being removed. At 
this time a pelvic abscess was encountered, so that the removal 
of the rectum was considered inadvisable. During the next 
two months she gained an additional 11 pounds (5 Kg.) and 
had few residual symptoms. Because of the rectovaginal fistula 
and contracted and infected rectal segment, it was felt that 
the remainder of the bowel should be removed to guard against 
further recurrence. 

An abdominal perineal resection and a blood transfusion were 
performed in July. This was followed by marked shock and 
a stormy convalescence for the first few days, but she was able 
to leave the hospital in reasonably good condition sixteen days 
after operation. 

Since the complete colectomy she has been well without 
recurrence of fever. Her appetite is good and her weight is 
the same as before the onset of the disease. She is able to 
carry on a normal activity, doing all her work for a family 
of five. She wears a colostomy bag constantly, and there has 
been little evidence of skin irritation. The only disagreeable 
feature reported by the patient is the noisy escape of gas at 
times from the ileostomy, over which she has no control. 


CONCLUSIONS 


Surgical treatment is of value in ulcerative colitis, 
particularly in the chronic cases complicated by fistulas, 
intestinal obstruction and recurrences of the acute 
exacerbations of the disease. In these cases the colon 
has little possibility of carrying out its function and 
serves as a constant source of infection. 

Transverse ileostomy may result in a remission. 
When performed, it must be considered permanent. It 
is of greatest value in the chronic cases but may be 
necessary in the acute cases. 

Complete colectomy may be necessary for relief and 
can be done with a low operative mortality if performed 
in divided operations. It has been carried out in three 
patients, who have remained well for one year. 

Partial colectomy can be done in selected cases if 
the involvement is definitely limited to one segment of 
the colon. It was performed in six patients in this 
series. 

Ileostomy and colectomy are not suggested to replace 
the medical treatment of ulcerative colitis but are pre- 
sented as an aid in the management of the intractable 
and complicated cases. 

605 Commonwealth Avenue. 


ABSTRACT OF DISCUSSION 


Dr. F. R. Peterson, Iowa City: It must be admitted that, 
except for certain acute complications, the treatment of this 
disease in the beginning is medical and usually remains such. 
Eventually, for some, a partial or complete colectomy offers 
the only chance for a cure. However, other surgical measures 
less radical must first be done to assist medical management 
and must always precede a colectomy. It is concerning the 
latter group that I wish to say a few words, the facts as 
presented here not being meant to be conclusive but worthy 
of consideration. The statements are based on the results of 
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thirty cases over a period of fifteen years. During each half 
of this period, six ileostomies were done. During the last four 
years, fifteen appendicostomies or cecostomies, if the appendix 
had previously been removed, have been performed and this 
procedure has now essentially replaced ileostomy in the clinic 
with which I am connected. The reasons are that, first of all, 
only two of the twelve patients who had ileostomies are now 
living; second, those with ileostomies are relatively more dis- 
satisfied with their existence; third, of the fifteen patients with 
‘ tube in cecum only one has died and this from an unrelated 
cause. The results include acute as well as chronic and recur- 
rent cases. For example, medical treatment failed in one case 
and an ileostomy was done nine months ago. Since then the 
patient has gained 30 pounds (13.6 Kg.), the anemia has been 
overcome, and she now has one bowel movement daily. The 
procedure consists of insertion into the cecal lumen of a rubber 
catheter, size 12 or 14 F. As soon as healing is adequate, in 
from three to four days, the colon is irrigated daily or twice 
daily, depending on the reaction, with a liter of 1 per cent 
sodium chloride solution. When this can be used without reac- 
tion, 1.25 per cent and finally 1.5 per cent solution is used, if 
tolerated. Irrigation of the colon is not new. What effect the 
hypertonic salt solution has is not known. It is not presumed 
that this will cure ulcerative colitis, although one of this group 
is now Clinically well, and the others are markedly improved. 
If a complete colectomy is later advised, of course an ileostomy 
must precede it; but until then the low mortality, the comfort 
of the patient, and the satisfactory results have caused us to 
continue this procedure. 

Dr. ALFRED A. Strauss, Chicago: I agree with Dr. Cattell’s 
statements and method. I also agree with his preoperative and 
postoperative methods. There are a few points to be emphasized 
in the relationship of the internist to the surgeon in this dis- 
ease. Since 1917 I have done thirty-two colectomies, with five 
deaths. In only four was the rectum removed after complete 
colectomy. Of these deaths, three were from pneumonia, one 
from embolus and one from a lung abscess four months after 
operation. In addition to these I have done eight ileostomies. 
Six of the patients remained well without further intervention. 
Two are only fairly well and probably colectomy will have to 
be done. In 1917 and 1918 I did five complete colectomies in 
a one-stage operation with one death. One of these patients, 
whose normal weight was 152 pounds (69 Kg.), weighed only 
58 pounds (26 Kg.) at the time of the operation. An ileos- 
tomy had to be performed with the patient in bed after six 
or eight blood transfusions. The patient is perfectly well. Of 
the thirty-two patients, ten have been well since 1918. Four 
are only fairly well. Contrast these results with fifty-two addi- 
tional cases that I have seen from the various medical services 
at Michael Reese and Mount Sinai hospitals. All of the fifty- 
two patients, whom I saw in consultation, died within a few 
days or shortly thereafter, without surgical help, as a result 
of the severity of the disease. This shows clearly the help- 
lessness of the medical man in combating this disease by medi- 
cal means. In eleven cases in which ileostomy was done, it 
proved to be of no value. The patients died in spite of multiple 
blood transfusions. Six of these were performed in bed, the 
patients being moribund. They are not fit surgical subjects 
even for so small a procedure as an ileostomy under local 
anesthesia. Many of these patients died of acute hemorrhage. 
I do not mean bloody stools, I mean acute hemorrhage. No 
matter what is done for these patients, they bleed to death 
because the ulceration gets into a large artery in the colon. Two 
patients remained perfectly well after the ileostomy was closed. 
The question arose as to whether this was a chronic idiopathic 
ulcerative colitis. The ileostomies were done very early. These 
are the only two cases I know of in adults that it was possible 
to close and the patients remained well. In one child, aged 8 
years, | performed on ileostomy and closed it two years later. 
She is well now, three years after the closure of the ileostomy. 
I believe that it is a lymph-borne infection, which infects the 
entire colon. This is demonstrated by the lymphatic gland 
involvement and by the marked infection not only of the 
mucosa but of the submucosa and muscularis. The best medical 
treatment is an early ileostomy. The internist, then, may 
do whatever he wishes in administering serums and vaccines. 
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CONTUSIONS OF THE HEART 


CLAUDE S. BECK, M.D. 
CLEVELAND 


Most wounds of the heart are of the penetrating 
variety; i.e., they are produced by stabs or bullets 
that penetrate the heart.' However, there is another 
type of cardiac trauma not produced by penetration of 
the body, and it is this nonpenetrating type of trauma 
that I shall discuss. In the past, surprisingly little 
consideration has been given to this subject. The liter- 
ature on this subject consists almost entirely of anatomic 
descriptions of hearts that had ruptured following com- 
pression or contusion of the body. Only a few discus- 
sions on the clinical manifestations of cardiac contusion 
could be found, and it would seem that the surgical 
aspects of the subject have been almost entirely 
neglected. 

One is accustomed to look on the heart as an organ 
that almost always escapes‘any of the ordinary injuries 
to which the rest of the body is subjected. The thoracic 
cage affords what is usually considered to be practically 
a perfect protection to the heart. No such immunity 
to injury is extended to the liver, spleen, kidneys, brain 
and other organs of the body. It is remarkable that 
this belief has developed, because the heart, lying against 
the sternum anteriorly, is vulnerable to any sudden 
impact over the sternum and, buttressed against the 
bodies of the thoracic vertebrae posteriorly, is vulner- 
able to compression forces applied to the chest. There 
can be little doubt that the heart is the recipient of 
many injuries. Most of these probably produce no 
functional disturbances and these are not recognized. 
Indeed, injuries that do produce functional disturbances 
are not recognized in the vast majority of instances. 

The attitude of the profession toward cardiac con- 
tusions was expressed by THE JoURNAL as recently as 
Nov. 4, 1933. In that issue was published a query from 
a physician in Lincoln, Neb., as follows: 


A man, aged 57, was accidently struck over the precordium 
by a golf ball. He was in a state of shock for fifteen minutes 
and gradually recovered so that he was able to attend to his 
business the following two days. On the night of the third 
day there was an attack of angina pectoris, with electro- 
cardiographic evidence of cardiac infarctions. Prior to the 
chest injury there had been no symptoms of coronary disease. 
Is it likely that there was a traumatic myocarditis? Can you 
refer me to some literature bearing on this subject? 


The answer was as follows: 


Mild infections may predispose to a coronary thrombosis, as 
mild mfection of the upper respiratory tract, mild cystitis, or 
some minor ailment, and it is conceivable that the slight accident 
might have had some bearing on the coronary thrombosis. 
It is much more likely, however, that it was simply a 
coincidence. 

Traumatic myocarditis is one of those indefinite terms that 
is best not used at all, and there is no literature of scientific 
value on the subject. 


My interpretation of this incident differs from that 
quoted. I believe that the blow over the precordium 
by the golf ball bruised the heart. In spite of the infer- 
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1. Since this report has been made I have heard of so many probable 
cases of cardiac contusion that considerable doubt is thrown on the 
truth of this sentence. P 

la. Relation of Myocarditis and Coronary Thrombosis to Trauma, 
Queries and Minor Notes, J. A. M. A. 101: 1503 (Nov. 4) 1933. 
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ence that the injury was a slight one, the force with 
which a golf ball can strike may be more than slight. 
However, it would seem that the force necessary to 
bruise the heart need not be severe. The ribs and 
sternum need not be broken and, indeed, the thoracic 
wall need show little or no evidence of trauma. The 
shock that developed after the accident could be 
explained on the basis of impaired function from the 
contusion. Also anginal pain is not uncommon in car- 
diac contusions, and the electrocardiogram produced 
by a myocardial contusion may be similar to that of 
a myocardial infarct. 

I can give no further specific data in this case to 
support the diagnosis of myocardial contusion. Because 
the clinical manifestations of a myocardial infarct and 
a myocardial contusion may be similar, the differentia- 
tion becomes diffi- 
cult, sometimes im- 
possible. It would 
seem that the only 
essential differential 
point may be the 
trauma. Because 
trauma is so fre- 
quently irrelevant 
in the history of 
any medical lesion, 
one does not have 
much hesitation in 
considering trauma 
as a coincidence in 
the case of a cardiac 
lesion. A contusion 
of the heart would 
seem to be an exces- 
sively rare lesion; 
almost every one 
with whom I have 
discussed the sub- 
ject never heard of 
it. Coronary dis- 
ease, on the other 
hand, is a common 
lesion. To what de- 
gree cardiac con- 


a a tusions have been 
Fig. 1.—The precordium is caved in. e os 
heart is flattened out between this depressed neglected clinically 


area and the vertebrae. The patient has I can show by a 
been a chronic cardiac invalid since the acci- er ° 
dent, which occurred at the age of 4 years. statistical review of 
the literature. 
When the heart receives a contusion, one of three 
possible courses is taken: 1. The heart ruptures. 2. The 
heart fails without rupture. 3, Recovery takes place. 
The statistical study was made by Dr. Ernest F. Bright, 
who also collaborated with me in an experimental study 
of cardiac contusions.2 The cases that were taken 
for this analysis consisted of the nonpenetrating forms 
of trauma to the heart. Cases that were complicated 
by rupture of a cardiac valve were excluded from our 
analysis. We excluded also cases that showed disease 
of the coronary arteries and in which there might have 
been some doubt as to the réle of the trauma. Cases 
of heart strain were also excluded. 





— 











2. Bright, E. F., and Beck, C. S.: Nonpenetrating Wounds of the 
Heart: A Clinical and Experimental Study, Am. Heart J., to be pub- 
lished. We are indebted to Dr. J. A. Groh for his assistance in the 
analysis of the German literature on this subject. 
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There were 152 instances of rupture into one of 
more of the cardiac chambers. The diagnosis in these 
cases was established by necropsy. 

There were eleven instances of myocardial failure 
without rupture. The diagnosis in these cases was 
established by necropsy. 

There were twelve instances of myocardial contusion 
in which recovery took place. The diagnosis in these 
cases with one exception (the case of Mansell Moullin, 
in which operation was done) was made by clinical 
manifestations. 

According to these statistics it would appear that out 
of 175 patients with nonpenetrating wounds of the heart 
152, or 87 per cent, died from rupture, eleven, or 6 per 
cent, died from myocardial failure and twelve, or 7 per 
cent, recovered. Obviously these proportions do not 
represent the correct relative incidence of these types 
of cases. There can be no doubt that 93 per cent of 
such cases are not fatal. The error is in the number 
of cases in which recovery occurs in which only a clin- 
ical diagnosis can be made. It would seem that clini- 
cians hesitate to make the diagnosis of a cardiac 
contusion. They would like to have proof for such a 
diagnosis and there may be no proof. Contusions or 
nonpenetrating wounds of the heart rarely destroy life. 
The heart can tolerate an enormous amount of trauma 
and recover. On this point Dr. Bright and I feel that 
we can speak with some authority. 

We exposed the heart in a series of twenty-five 
experiments and applied contusive injuries to the myo- 
cardium. An area of the right or left ventricle was 
struck a number of blows with a metal instrument. 
The amount of trauma applied seemed to be excessive. 
The myocardium became swollen from hemorrhage and 
it looked as though softening and rupture would surely 
follow. These contusions were tolerated remarkably 
well in twenty of the twenty-five experiments. The 
immediate response was a tachycardia; occasionally, 
however, the pulse rate was decreased after the trauma 
was applied. The electrocardiogram showed changes 
similar to those obtained in coronary disease. The 
alterations affected chiefly the Q wave and the T wave, 
but the electrocardiogram usually returned to normal 
within three months. A hemorrhagic effusion not infre- 
quently developed in the pericardial cavity. Usually 
the heart showed some dilatation after the trauma was 
applied. The cardiac sounds had a peculiar “tick tick” 
quality and tachycardia usually persisted for three 
weeks. Usually adhesions developed between the heart 
and the pericardium, and these adhesions may be inter- 
preted as an attempt by nature to seal over the area of 
contusion and to protect the heart from rupture. The 
causes of death in the five experiments were rupture 
of the heart, ventricular fibrillation and cardiac failure 
from tachycardia. Rupture occurred in one experiment, 
and this was in response to an excessively severe trauma 
at the time the trauma was being applied. Ventricular 
fibrillation occurred in two experiments. This devel- 
oped at the time the trauma was being applied, and at 
autopsy hemorrhage was found in the interventricular 
septum. Myocardial failure occurred in two experi- 
ments. In both of these experiments the heart rate 
was very rapid. Death occurred a few hours after the 
experiment in one and on the following day in the 
other. In none of these experiments did an aneurysm 
of the myocardium develop, but the experiments were 
terminated three months after the trauma was inflicted. 
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I cannot say whether an aneurysm would have devel- 
oped if a longer period of time had been given. 

One can conclude from these experiments that the 
heart can tolerate an excessive amount of trauma, that 
recovery is the rule rather than the exception, and that 
if death occurs it is caused by ventricular fibrillation, 
rupture or myocardial failure coming on after a tachy- 
cardia. Rupture is a rare complication of a cardiac 
contusion; nevertheless, the literature consists almost 
entirely of these rare cases of rupture. The vast major- 
ity of the largest 
group of cases, 
cases in which re- 
covery takes place, 
go by unrecognized. 

On the basis of 
this analysis of cases 
I can give in out- 
line form the mech- 
anism by which non- 
penetrating wounds 
of the heart have 
been produced : 


1. By a direct blow 
over the precordium 
producing fracture of 
the sternum and ribs, 
the broken ends of 
which are driven into 
the heart. A cavity of 
the heart may be pene- 
trated, death taking 
place immediately, or 
the myocardium may be bruised. Delayed rupture may occur; 
cardiac failure may occur without rupture; an aneurysm may 
develop; recovery may take place. 

2. By contusion or compression of the heart between the 
sternum anteriorly and the vertebrae posteriorly. This space 
is occupied almost entirely by the heart and any decrease in it 
directly affects the heart. The ribs and sternum may or may 
not be fractured. Rupture may take place without fracture of 
the thoracic wall. 

3. By the application of indirect forces, such as by the sudden 
compression of the legs and abdomen. An extraordinary case 
was recorded by Kellert ? in which a man was engulfed to his 
waist in a sand bank. The heart and pericardium were 
ruptured. Dr. Bright and I carried out an experimental study 
of this mechanism. 





Fig. 2.—Anterioposterior view of heart, 
which is enlarged. The deepest part of the 
depressed area is slightly more radioper- 
meable than other parts of the heart. 


4. By laceration of the thoracic viscera, such as may be 


sustained in a fall from a high building. 

5. Concussion of the heart, a questionable type of injury so 
far as the heart is concerned. There are cases of vagus 
stimulation with stoppage of the heart in the literature. 


The mechanism by which rupture of the heart takes 
place in nonpenetrating forms of trauma is as follows: 


1. By bursting the heart when it is compressed between the 
vertebrae and the sternum, much as a toy balloon can be rup- 
tured in one’s hand. One would expect that a trauma of this 
nature would be more destructive if it should be applied at the 
end of diastole or at the beginning of systole, when the heart 
is filled with blood. One would also expect this trauma to be 
more destructive if it should be applied from the base of the 
heart toward the apex, so that the blood cannot escape as the 
heart is compressed. 

2. By breaking the myocardium. Myocardium is of a friable 
nature. It can be broken. Even though the heart should be 
ily of blood, the ventricular wall could be cracked or 
roken. 


a 


3. Kellert, Ellis: Traumatic Rupture of the Heart: Report of a Case 
with Uninjured Chest Wall, J. Lab. Clin. Med. 2: 726 (July) 1917. 

4. Beck, C. S., and Bright, E. F.: Changes in the Heart and Peri- 
fardium Brought About by Compression of the Legs and Abdomen, J. 


horacic Surg, 2: 616 (Aug.) 1933. 
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3. By contusion with subsequent softening. Our analysis of 
the cases showed that, if the patient survived the first nine - 
hours, the probability of surviving the first week was better 
than the probability of surviving the second week. One would 
expect the greatest amount of softening of the myocardium to 
be present during the second week, and this point should be 
given special consideration in the treatment of these cases, so 
that such blowouts of the heart may be avoided. 

4. By increasing the intracardiac pressure, as by the applica- 
tion of a compression force to the legs and abdomen in individ- 
uals in whom the heart has a decreased resistance to dilating 
forces. 


REPORT OF CASES 


Following is a brief summary of three cases in which 
I made a diagnosis of cardiac contusion: 


Case 1—A man, aged 68, a physician, admitted to the Lake- 
side Hospital in 1932, had been kicked on the chest by a colt at 
the age of 4 years. The sternum and ribs were caved in. He 
was unconscious for several days after the accident. He was 
kept in bed for six months, and when he left his bed he was 
unable to carry on the usual activities of a child his age. 
Throughout his life he could not run and play as did other 
children his age. The slightest exertion produced dyspnea and 
palpitation of the heart. Ue always had to restrict his activities. 
In 1929 cardiac decompensation developed, and since that time 
he has had to spend most of his time in bed. The deformity 
of the chest is shown in figure 1. The depression of the pre- 
cordium was 6 cm. in depth and on the periphery was 12 to 
18 cm. across. Roentgenograms showed the transverse diameter 
of the heart to be markedly increased and the distance between. 
the sternum and the vertebrae to be greatly reduced (figs. 2 
and 3). Under the fluoroscope we found nothing that could 
be interpreted as an aneurysm. The electrocardiogram showed 
slurring of the QRS complex in all leads, slight depression 
of ST in leads I and II, slight elevation of ST in lead III, 
T in leads I and II upright, and T in lead III inverted. The 
electrocardiogram was interpreted by Dr. Harold Feil as show- 
ing auricular fibrillation and myocardial damage. Obviously 
the heart was damaged in this accident. It is difficult to see 
how it could have escaped injury. That it was injured is indi- 
cated by the distur- 
bance in function fol- 
lowing the trauma. 
The heart appears as 
though flattened out 
between the vertebrae 
posteriorly and the de- 
pression anteriorly. 





The question 
arises as to whether 
this flattening of 
the heart was a fac- 
tor in disturbing its 
function and if so 
should this defor- 
mity have been cor- 
rected by operation. 
I am of the opinion 
that a deformity of 
this nature should 
have been corrected 
by operation done 
at an early period after the accident before the fractures 
united. It is indeed remarkable that such mechanical 
disturbances to the circulation are so reluctantly brought 
into the surgical category. Mechanical deformities of 
other parts of the body are treated by mechanical 
methods ; that is, by operation. Indeed, the mechanical 
deformities affecting the cerebrospinal fluid pathway, 
the gastro-intestinal tract, the biliary and urinary tracts 
comprise a large part of present-day surgery. But 








Fig. 3.—Lateral view showing the heart 
lying between the depressed area of the 
precordium and the vertebrae. 
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mechanical disturbances to the heart as yet, can scarcely 
claim a place in surgery. This development necessarily 
will take place and the time will come when exploratory 
pericardiotomy will not be an uncommon operation. 
is greeted by 
physicians of today with a feeling of spontaneous 


” 


The term “exploratory pericardiotomy 


disfavor. 


Case 2.—This patient also was a physician. 
of a myocardial contusion may be open to some question in 
this case, but the symptoms referable to the heart clearly dated 
to a serious accident while the patient was serving in the army 
in France. These symptoms now consist of attacks of cardiac 
asthma brought on by exercise. Except for these attacks, the 
examination is essentially negative. The patient is now 59 years 
old. He was in perfect health until the night of his accident, 
which occurred Nov. 22, 1918. He was riding on a motor- 
cycle; all lights were out and he ran headlong into a heavily 
armored truck. Presumably the patient was thrown forward 
against the truck. Immediately he became dyspneic; he was 
carried to a hospital; he was unable to lie on his back because 
of severe pain in the chest. He was kept in bed until January 1. 
During this period he was subject to severe attacks of dyspnea 
and pain. These attacks persist to the present time. They are 
not so severe as they were years ago, but the patient brought 
on an attack by exercise so that I could observe it. After it 





i 

















Fig. 4.—The heart is compressed between the vertebrae posteriorly and 
the sternum anteriorly. This form of accident is not uncommon and may 
be referred to as the steering wheel injury. 


came on it was a most awful spectacle. I thought the man 
might die as he labored for breath. The pulmonary aspects 
of the attack were more pronounced than the circulatory mani- 
festations. The electrocardiogram taken during the attack 
showed nothing remarkable. Fluoroscopic examination of the 
heart was negative. 


In this case, I believe, a contusion of the myocardium 
cannot be excluded as the cardiac abnormality which 
brought on the symptoms after the accident was sus- 
tained. The evidence to support the diagnosis of cardiac 
contusion in this case is meager. It is based on two 
facts: The patient was in excellent health and never 
had any cardiac symptoms prior to the accident. The 
second fact is that circulatory collapse developed imme- 
diately after this severe injury to the chest, and the 
symptoms that followed were those of cardiac asthma. 
Cardiac asthma develops in a variety of cardiac lesions 
and it is probable that a contusive type of injury could 
produce cardiac asthma. 

In case 3 I feel secure in making the diagnosis because 
it was confirmed at necropsy. 

Case 3.—A man, aged 49, was injured by driving his car 
into the cement buttress of a bridge. He was thrown forward 
with his chest against the steering wheel (fig. 4). He extri- 
cated himself from the wreck, got out and walked around the 
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car. He wanted to continue his journey but was persuaded to 
go to a hotel. He sustained fractures of several ribs. These 
were strapped and against his wishes the patient was placed 
in a hospital by Dr. Kenneth D. Smith of Marion, Ohio. He 
said he felt all right except for some pain from the fractures. 
On the third day after the accident, Dr. John S. Hattery oj 
Mansfield was called to see him. At that time the patient had 
a rapid pulse and seemed to be seriously ill. I saw him op 
the fourth day. He showed a tinge of cyanosis, slight dyspnea. 
and a pulse rate of 136 per minute. Frequent premature yep. 
tricular contractions were present. The electrocardiogram 
showed evidence of myocardial injury (fig. 5). The cardiac 
sounds were reduced in intensity and showed a peculiar “tick 
tick” quality. These sounds were similar to the sounds in our 
experimental cardiac contusions and this peculiar quality helped 
me make the diagnosis of a cardiac contusion, The fourth, 
fifth and sixth ribs on the left were fractured. The sternum 
was slightly depressed and had a transverse fracture line jn 
its lower third. There was no evidence of hemothorax, pneu- 
mothorax, pneumonia, or abdominal complication. I made the 
diagnosis of a myocardial contusion and advised absolute quiet, 
Because of the patient’s attitude in minimizing the seriousness 
of his injuries he was told that he had a contusion of the heart, 
and the’ dangers were pointed out to him so that his coopera- 
tion might be secured. He was given morphine. He was not 
to make the slightest physical or mental exertion. Mild pur- 
gatives were to be given as needed so that there would be no 
straining. Coughing, sneezing, laughter and any movement 
that might increase the intracardiac pressure were to be 
avoided. Thirty-six hours after I saw the patient, he died 
from myocardial failure. The necropsy showed two contusions 
in the posterior wall of the right ventricle the size of a dime 
(18 mm.) and a laceration of the myocardium between these 
areas. The heart had not ruptured. There were some old 
cardiopericardial adhesions, some coronary sclerosis and some 
fatty infiltration of the heart. 


In this case the heart undoubtedly failed because of 
the contusion that it had received. The response to 
the contusion was similar to that which we observed 
experimentally. Had my attention not been directed 
toward this subject by the experimental work, I am 
doubtful whether I should have recognized it clinically 
in this patient. I have one criticism to make of the 
treatment. I, as the surgeon, should have remained in 
constant attendance, and the operating room should have 
been kept in constant readiness so that if the contusion 
had ruptured the fleeting opportunity to suture it might 
have been utilized. So far as I can find out from the 
literature, no such opportunity has ever been taken by 
a surgeon. In this particular case, however, the heart 
had not ruptured and operation was not indicated. But 
on the basis of present knowledge of this subject there 
seems to be no way of foretelling whether softening 
and rupture would or would not have taken place. A 
crack in the myocardium was present. It might have 
extended into the cavity of the heart later on if the 
patient had lived. 

Tuohy and Berdez * reported a case in which a similar 
accident brought about a myocardial contusion. Other 
instances of cardiac contusions have been reported by 
the Kahns.* These authors discuss the difficult problem 
of diagnosis. 

The cases of nonpenetrating wounds were analyzed 
from the point of view of treatment. Dr. Bright and 
I were particularly interested to determine whether or 
not this type of trauma held any promise for future 
surgical development. We analyzed the group of 152 





5. Tuohy, E. L., and Berdez, G.: Two Instances of Perforation 0 
Heart Following Nonperforating Chest Injury, Minnesota Med. 9: 14+ 
146 (March) 1926. ' 

6. Kahn, M. H., and Kahn, Samuel: Cardiovascular Lesions Following 
Injury to the Chest, Ann. Int. Med. 2: 1013-1046 (April) 1929. 
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cases in which rupture of the heart had occurred. These 
patients all died from hemocardiac tamponade. Out of 
the group we selected only those cases in which at least 
forty-five minutes or an hour elapsed between injury 
and death. This should allow time for preparation for 
the operation. The other requirement placed on the 
cases of this special group was that the lesion in the 
heart was not so extensive but that surgical repair might 
have been feasible (fig. 6). Out of the group of 152 
cases we found thirty cases in which it would seem that 
operation offered some chance for success. In .other 
words, about 20 per cent or more of the cases of cardiac 
contusions that go on to rupture should be placed in 
the surgical category. Operation has not been carried 
out in a single case of rupture. If our conclusion is 
correct on the point of operability, two questions present 
themselves: (1) when to operate and (2) what to do 
at the operation. 

The question as to when operation should be carried 
out can be answered definitely. If there is a slow leak 
of blood into the pericardial cavity, a warning is given 
by the presence of the signs of increased intrapericardial 
pressure. A large rupture occurring suddenly gives 
only a few moments for the operation. The opportunity 
should be seized, heroic and instantaneous as the 
requirements of the operation may be. To take advan- 
tage of it means that the surgeon be in constant atten- 
dance and the operating room be in constant readiness 
for the operation. In some of the cases the hemorrhage 
is slow and the urgency is not so great. One operation 
was carried out in this group of nonpenetrating cardiac 
injuries. It was by Mansell Moullin on a young man 
in whom a_ hemor- 
rhagic effusion devel- 
oped in the pericar- 
dial cavity following 
a trauma received in 
a football game. The 
pericardial cavity was 
opened and the fluid 
was evacuated. The 
patient recovered. In 
our experiments a 
hemorrhagic effusion 
was not infrequently 
found. We feel that 
the demonstration of 
a hemorrhagic effu- 
sion in the pericardial 
cavity demonstrated 
by aspiration may be 
helpful evidence in 
the diagnosis of this 
lesion. 

The question as to 
what should be done 
at operation can be 
answered only on the 











Fig 5.—Electrocardiogram taken on 
fourth day after the accident. It shows 
normal sinus rhythm, left axis deviation, 
and inversion of T in leads I and II. The 


inversion of T in leads I and II, without basis of experiment. 
digitalis therapy is significant of myo- 
cardial damage. In most of the cases 


in our so-called oper- 
ative group the ruptured wall was firm enough so that it 
could have taken sutures. In those cases in which areas 
of the myocardium are softened and which look as 
though they might again rupture after they are sutured, 
a graft of pericardium can be sutured over the contusion. 
his graft will reinforce the heart so that it can the 
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better withstand the intracardiac pressure. This opera- 
tion is being developed experimentally at the present 
time. It is my belief that it can be applied to nontrau- 
matic cases also—cases of myocardial infarct and cases 
of spontaneous rupture in which the auricular * or ven- 
tricular walls are pathologically weakened. Certainly it 
can be shown experimentally that a graft can reinforce 
an area of contusion in the heart. It remains for sur- 
geons to look on the operation of exploratory pericar- 
diotomy with greater 
favor. Why not try 
to control bleeding 
from the heart much 
as one would suture 
a tear in the liver or 
spleen? Why not re- 
inforce a weakened 
ventricular or auric- 
ular wall by a fas- 
cial graft? There are 
problems to be over- 
come, both diagnos- 
tic and technical in 
nature, but these de- 
velopments, I believe, 
will be made in the 
future. 

Since this report 
was made, I have 
seen three additional 
cases in which the 
diagnosis of cardiac 
contusion seemed 





Fig. 6.—A nonpenetrating wound of the 
heart not associated with fracture of the 


sternum or ribs. There was a small slit- 
probable. One pa- like rupture in the anterior wall of the 
tient was a young right ventricle. Through the rupture a 


man who sustained a 
steering wheel in- 
jury. Dr. Wearn 
saw the boy immedi- 
ately after the acci- 
dent. For a few 
moments he was 
prostrate and the 
systolic pressure was 


bristle was passed and a portion of the 
ventricular wall was cut away to show 
that the injury opened the cavity of the 
ventricle. Undoubtedly in the future such 
wounds as this will be treated by operation. 
The myocardium usually is sufficiently firm 
to hold sutures. The area of contusion 
can be protected from rupture by grafting 
a segment of fascia or pericardium over the 
wound. This operation may find applica- 
tion also in cases of myocardial infarct in 
which the possibility of cardiac rupture 
exists. (Drawing from Ballance, Brad- 
shaw Lecture on Surgery of the Heart, 
London, Macmillan Company, 1920.) 


82 mm. of mercury. 

An hour later at the hospital the arterial pressure was 
normal. The electrocardiogram showed suggestive 
alterations in the T wave. There were no fractures. 
He had tenderness over the left third costal cartilage, 
which disappeared in a few days. Another patient had 
multiple fractures of ribs and other bones. He devel- 
oped a pericardial friction rub and during a period of 
several weeks showed alterations in the electrocardio- 
gram. The third patient, referred by Dr. Hattery of 
Mansfield, Ohio, had a reverse steering wheel accident ; 
i. e., the steering wheel was driven against the patient 
when a street car ran into his automobile. This patient 
was 32 years old and was in excellent health before the 
accident, which occurred in February 1934, but since 
the injury he has been incapacitated. He has a tender 
area over the precordium and on exercise he has pre- 
cordial pain. He has auricular fibrillation but the 
electrocardiogram at the present time, ten months after 
the injury was sustained, does not show alterations in 
the T wave. 





_ 7. Clowe, G. M.; Kellert, Ellis, and Gorham, L. W.: Rupture of the 
Right Auricle of the Heart: Case Report with Electrocardiographic and 
Postmortem Findings, Am. Heart J. 9: 324-332 (Feb.) 1934. 
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ABSTRACT OF DISCUSSION 


Dr. R. L. SANvERS, Memphis, Tenn.: In Memphis, most 
cardiac wounds are of the penetrating type. Dr. Beck has 
called attention to the nonpenetrating wounds of the heart. I 
desire to emphasize the following points made by the author: 
First, contused wounds of the heart occur but have not been 
accorded the proper clinical significance. Second, the second 
and third weeks of the disease mark the stage of the greatest 
softening and weakening of the cardiac muscle and hence the 
clinical importance of rest and care to avoid rupture. In 
Memphis hospitals my associates and I have studied a large 
number of records but find no diagnosis of cardiac contusion 
although, considered in the newer light, a few of them might 
be so classified. The records from two of our large hospitals 
and one private clinic showed that in a total of 326,500 admis- 
sions there was not a single case of cardiac contusion recorded. 
There were ten penetrating wounds of the heart. A study of 
133,000 cases showed a body contusion in 814, but none indexed 
as cardiac contusion. In another survey we found eleven cases 
that might be placed under Dr. Beck’s classification and pre- 
sented as at least suggestive. Two of them showed depressed 
fractures of the sternum and ribs, operations were later per- 
formed, and both patients died. Eight recovered spontaneously, 
thus emphasizing a point made by the author that the cardiac 
muscle can stand a great deal of trauma and still recover. 
Dr. Beck has given us something to think about. In a large 
majority of such cases there will be an economic and insurance 
compensation phase, necessitating caution in making the diag- 
nosis. However, after careful consideration of the cases Dr. 
Beck has presented, the condition may be recognized as a 
clinical and pathologic entity. 

Dr. JosepH T. Wearn, Cleveland: Dr. Beck has called 
attention to something that we, as internists, have rarely diag- 
nosed in the past. It seems that the clinical condition described 
by Dr. Beck is in a state of confusion similar to that which 
existed concerning coronary thrombosis previous to Dr. James 
B. Herrick’s papers in 1912 and 1918. Until then the clinical 
diagnosis of coronary thrombosis or occlusion of the coronary 
artery was seldom made, although it was frequently demon- 
strated at autopsy. A man of 55 whose condition had been 
diagnosed as coronary occlusion recently entered my medical 
service. I talked with him with great care and found that he 
owned a furniture store. His so-called coronary occlusion 
began one day when he used an implement to take a chair off 
the top shelf; the chair dropped, striking him in the chest. He 
collapsed but presently recovered. A few days later he col- 
lapsed again, at which time he was ordered to bed and since 
then has been considered to have coronary occlusion with typical 
electrocardiographic signs; but I think he has a contused heart. 
Recently a man entered Lakeside Hospital (and Dr. Beck was 
good enough to call me to see him) who had been crushed 
against a wall by a bull. His sternum and nine ribs on the 
left side were fractured, so that each time he took a breath 
the entire chest caved in instead of expanding. He has been 
watched carefully by Dr. Beck. The patient was very sick, 
but now, after several weeks, he is doing nicely. It is important 
to keep these people at absolute rest in bed for a long time— 
that is, from four to six weeks—because the infarcted area 
softens and a sterile abscess results. During the time the 
leukocytes are removing the dead muscle, there are two thin 
walls on each side of the abscess and it is then that the heart 
ruptures. 








Individuals Limping Along.—There are many individuals 
limping along hampered by abnormal attitudes and moods, by 
feelings of inferiority and of jealousy, by a latent feeling of 
guilt or uncleanness, by the temptation to daydream and to 
indulge in the seductions of phantasy. Some of these persons 
never develop a cleancut mental disorder. They may rarely 
come to the physician for these specific symptoms. The physi- 
cian may only indirectly become aware of them if the patient 
comes on account of dissatisfaction with life. To such patients 
the physician, interested in human nature, appreciative of the 
underlying conflicts of human nature, may offer invaluable help. 
—Campbell, C. Macfie: Psychiatry from the Standpoint of the 
General Practitioner, Pennsylvania M. J. 38:59 (Nov.) 1934. 
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ASCITES OCCURRING DURING JAUN- 
DICE, WITH RECOVERY 


REPORT OF A _ CASE 


JACOB MEYER, M.D. 
AND 
AARON LEARNER, M.D. 
CHICAGO ; 


The occurrence of ascites in cases of catarrhal jaun- 
dice is rare. Bauer,’ in a study of the problem of 
catarrhal jaundice, saw only two cases in an extensive 
experience, in which along with the symptoms of 
catarrhal jaundice there was definite ascites and sub- 
sequent recovery. Jones and Minot,’ in a series of 
twenty-six cases of catarrhal jaundice, observed two 
cases in which, in addition to the jaundice, a pro- 











Microscopic section of liver showing increase in fibroblasts, histocytes 
and eosinophilic leukocytes, and also cytoplasmic changes in the liver cells. 


nounced ascites developed. One of these patients 
recovered, and at operation (cholecystectomy ) the liver 
showed what appeared to be a cirrhosis. The second 
patient, who died, showed clinically an identical picture 
to that of the case in which the patient recovered. 
Weir * reported five cases of jaundice with ascites not 
due to cirrhosis in which the prognosis was considered 
good. We report a case presenting many similarities 
to the cases referred to. Further, in our case, an 
exploratory laporatomy gave us an opportunity to study 
biopsy sections removed at operation. 


REPORT OF CASE 


H. F., a white man, aged 40, a factory worker, admitted to 
the service of Dr. Solomon Strouse, Feb. 8, 1931, and dis- 





From the Medical Service and the Stomach Study Group, Mi hael 
Reese Hospital and the University of Illinois College of Medicine. 


. Bauer, R.: Zur Frage des “‘Icterus Catarrhalis,” Med. Klin. 22: 
1558-1561, 1926. 

2. Jones, C. M., and Minot, G. R.: Infectious (Catarrhal) Jaundice, 
Boston M. & S. J. 189: 531-551 (Oct. 18) 1923. 

3. Weir, J. F.: Association of Jaundice and Ascites in Diseases of 
the Liver, J. A. M. A. 91: 1888-1891 (Dec. 15) 1928. 
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charged, May 12, 1931, had been in good health until one year 
before admission. During this year he had been under obser- 
yation at the Mandel Clinic of Michael Reese Hospital because 
of pain in the stomach, which came on immediately after meals. 
This pain was relieved by soda and a light diet. There was no 
definite food relationship to the pain, though fatty foods seemed 
to aggravate his complaints. The pain was not present at night. 
At times there was a feeling of fulness in the epigastrium and 
a complaint of belching but no nausea or vomiting. The patient 
never had a gallbladder colic. The appetite was good. He was 
prone to constipation. He complained of nocturia. Lately he 
had been feeling rather weak. 

Three weeks before admission to the hospital the patient 
noticed that his skin was yellow and that this was becoming 
more marked. Shortly before and during the onset of the 
jaundice he felt ill, and he stated that he had a cold at that 
time. There were no other complaints. The patient had not 
observed the character of the stools or urine. On admission 
there were marked icterus, and moderate tenderness in the 
epigastrium, more to the right side. The liver was 6 cm. below 
the costal margin. The spleen was not palpable. 

The icterus index on admission was 205. Two weeks after 
admission an edema of the lower extremity was noticed, and 
two days later there was definite ascites. The jaundice at this 
time was still present but had decreased in intensity. The 
icterus index was 183. Four weeks after admission, the ascites 
and edema of the dependent parts were marked. The abdomen 
was tense. The scrotum also was markedly swollen. Repeated 
examination of the heart revealed no evidence of organic heart 
disease. The heart was normal to percussion. There were no 
murmurs. There was no evidence of fluid either in the pleural 
sacs or in the pericardium. The icterus index was now down 
to 93. The figures of the patient’s weight further illustrate 
the amount of water retention. On admission the patient 
weighed 113 pounds (51 Kg.), and at the height of the ascites 
and edema the weight was 145 pounds (66 Kg.). The blood 
pressure was 122 systolic, 82 diastolic. 

Laboratory examination revealed the following: The urine 
was positive for bile. The albumin reaction varied between 
negative and one plus from day to day. Occasionally there 
were a few white blood cells and a granular cast. The specific 
gravity varied from 1.030 to 1.0006. The feces were clay 
colored. 

Duodenal drainage was positive for bile. On one occasion 
Giardia was seen. An Ewald test meal revealed total acid 65, 
free 30, blood negative. 

Blood count showed 4,100,000 red blood cells, 8,000 white 
blood cells, hemoglobin 70 per cent, a.normal differential, and 
coagulation time seven minutes. 

Chemical examination of the blood revealed sugar 57, 79; 
nonprotein nitrogen 33, 28; cholesterol 160. 

The Van den Bergh reaction gave an immediate direct and 
an indirect positive test. The icterus index was 205, 202, 183, 
93, 41, 21. The Wassermann reaction was negative. 

Roentgen examination revealed the stomach of the orthotonic 
type, two fingerbreadths below the crest. The rugae were 
diffusely dilated. The appearance was suggestive of polyposis. 
The distended cap had a normal appearance. When partly 
empty it had an irregular, hazy appearance. There was some 
tenderness on pressure. 

Primary gallbladder pictures were negative. 

When ascites was noted, the patient was placed on the fol- 
lowing regimen: bed rest; fluids restricted to 1,000 cc. daily; 
a soft diet, predominately carbohydrate, with restriction of 
salt; salyrgan, one ampule every four days, later two ampules 
every four days; magnesium sulphate one-half ounce (15 Gm.) 
every morning. The fluid intake and output were measured. 

The response to treatment as measured by water and weight 
loss was very satisfactory, and after two weeks the patient 
had returned to approximately the admission weight of 115 
pounds. The icterus index had now dropped to 41, at which 
level it remained. The patient presented moderate icterus, no 
demonstrable ascites and no enlargement of the spleen. Because 
the condition appeared stationary, and in order to rule out a 
malignant condition, an exploratory laparotomy was performed. 

Spinal anesthesia was employed. The peritoneal cavity was 
dry. There were no tumors. The stomach was dilated and 
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thickened. The gallbladder was distended and somewhat edem- 
atous and was thickened, though not acutely inflamed. The 
common duct was dilated to the size of the index finger. 
Behind the common duct was a large gland the size of an 
almond. The liver was enlarged and engorged. The stomach 
was incised because of the roentgenologic diagnosis of gastric 
polyposis; the mucosa was reddened and edematous. There 
was no obstruction at the papilla of Vater and there were no 
stones. 

The gallbladder was removed and drainage instituted. 
Biopsy sections were taken of the liver, stomach and lymph 
node. 

Microscopic examination of a section of the liver revealed 
the preservation of the normal architecture. The liver cells 
were in distinct cords radiating from the central veins, which 
showed no dilatation. The walls of the central veins were 
moderately thin. The intra-acinous capillaries were collapsed 
but were readily discernible because of the large, swollen 
Kupffer cells, which were present in increased number. The 
Kupffer cells stained well. The liver cells were large and 
swollen. The cytoplasm was pale staining and presented an 
appearance of variable sized, rather fine pink granules lying 
in a gray matrix. The cytoplasmic changes as described were 
uniformly distributed through the acinus. Occasionally a liver 
cell was seen with one or more small vacuoles in the cyto- 
plasm, without displacement of the nucleus. In general the 
nuclei stained well, showing a distinct nuclear wall, purplish 
granular basichromatin and a distinct nucleolus. Scattered 
through the field were liver cells with no obvious nucleus and 
others wherein the nucleus was very pale staining, almost 
completely obliterated. There was a delicate increased intra- 
acinous capillary fibrosis. The portal spaces were more promi- 
nent than normal, being variably enlarged. There was an 
increase in fibrous tissues and in this connective tissue there 
was an infiltration of a moderate number of lymphocytes, 
fibroblasts, histiocytes and a few eosinophilic leukocytes. The 
bile ducts and vessels of the portal spaces showed no pathologic 
changes. 

The gallbladder wall was thickened and showed an increased 
fibrosis. The epithelium was to a considerable extent desqua- 
mated, while the remaining epithelium, though staining well, 
was moderately swollen. Throughout the entire thickness of 
the wall there were seen an infiltration of lymphocytes, a few 
eosinophilic leukocytes and an increase in fibroblasts and 
histiocytes. 

A section of the lymph node revealed obliteration of the 
normal architecture. There was hyperplasia of the reticulum 
cells, which were swollen and increased in number. There 
was an increased fibrosis. Scattered through the field were 
a small number of eosinophilic leukocytes. 

A section of the pyloric portion of the stomach showed an 
intact epithelial lining. The mucosa was thickened. The 
tunica propria of the mucosa showed an infiltration of lympho- 
cytes, plasma cells, eosinophilic leukocytes and a moderate 
number of macrophages. 

The patient made an uneventful recovery; postoperative 
drainage, however, was maintained longer than usual. Two 
weeks after the operation the icterus index had come down 
to 21. 

At present, approximately three and a half years after the 
onset, the patient, in excellent general condition, presents no 
signs of jaundice or ascites. Laboratory studies reveal a Van 
den Bergh direct negative and an indirect delayed positive 
reaction; the icteric index, hemolysis. The blood sugar is 63; 
nonprotein nitrogen, 42. 


COMMENT 


We have avoided the term “catarrhal jaundice” 
because this case presents an opportunity to examine 
more critically the relation between so-called catarrhal 
jaundice and the severer forms of liver damage. 

Catarrhal jaundice was previously considered an 
ascending infection from the gastro-intestinal tract 
associated with a plugging of the common bile duct by 
the mucous. swelling of the duodenum. Such a rela- 
tively simple conception has now been replaced by the 
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view of Rolleston and McNee‘* that “most if not all 
cases are due to an infection involving the bile ducts 
and liver cells; that is to say, a combination of hepatitis 
and cholangeitis.’”” Klemperer and his associates,> on 
the other hand, “in view of the extreme variability 
existing in different cases of catarrhal jaundice,” state 
that ‘this condition cannot be considered either as a 
morbid or pathologic entity.” These authors divide 
catarrhal jaundice into three groups: 1. “Icterus due 
to obstruction of the ostium of the common duct, from 
gastro-intestinal catarrh. This is true catarrhal jaun- 
dice. 2. Icterus due to degeneration of the liver with 
multiple necrosis. This is evidently hematogenous in 
origin and is Eppinger’s acute yellow atrophy in minia- 
ture.” 3. Icterus due to cholangeitis. Klemperer’s 
observations parallel those of Eppinger. It is extremely 
interesting, in view of these opinions and observations 
on catarrhal jaundice, to correlate the observations of 
MacMahon.* In a recent review of infectious cirrhosis, 
he says: “Biliary cirrhosis is any cirrhosis of the liver 
originating from disease of the bile ducts or obstruction 
to the outflow of bile. Histologically the inflammation 
is localized in the portal areas, the cell types differing 
however, depending on whether we are dealing with 
an acute or a healing process. In the healing stage the 
infiltration consists of endothelial leukocytes and fibro- 
blasts.” It is obvious that the dividing line between a 
catarrhal jaundice and infectious cirrhosis cannot be 
definitely drawn. Our case showed definite evidence 
of gastro-intestinal inflammation and also of an infec- 
tious cirrhosis. The clinical features were those of a 
catarrhal jaundice during which ascites developed. 
These observations emphasize the fact that catarrhal 
jaundice cannot be considered a finely delineated 
entity but rather a functional disorder in which the 
underlying pathologic basis may be diverse. 

The occurrence of ascites arouses interest in the rela- 
tion of injury to liver to water metabolism. Injury to 
the liver is associated with a disturbance in water bal- 
ance. Bauer’ often observed evidence of water reten- 
tion in catarrhal icterus, and he observed two cases 
with ascites. He considered the ascites a sign of liver 
atrophy. Adler‘ also noted in jaundiced patients a 
reduction in water output. He made similar observa- 
tions in patients suffering from liver disease without 
concomitant or only light jaundice. There is a direct 
relationship between liver function and the water 
metabolism, so that the dilution and concentration test 
may serve as a procedure in the study of liver function 
provided cardiac or renal factors can be eliminated. 
Pollitzer and Stolz* reached the conclusion that in 
diffuse liver disease of the type exemplified by icterus 
catarrhalis there is a rise in the residual water content 
of the body, and a level of equilibrium reached that can 
pass into a condition of ascites as soon as that level 
is exceeded. Pozzi,® on observing in patients with liver 
disease the modification of diuresis under the action of 
merbaphen, found that the results secured point to a 
direct action of that diuretic on the liver. It is difficult, 
however, to account how the effects of merbaphen and 
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salyrgan are brought about. Furthermore, the modus 
operandi of the liver in its regulatory role in water 
metabolism is not clearly explained, though explana- 
tions and experiments are offered by Adler, Molitor 
and Pick,!° Cori and Mautner ™ and others.’* That the 
liver plays a role in water metabolism is not denied by 
observation, though as yet the explanations of the 
mechanism cannot be considered adequate. In fully 
developed cases of cirrhosis, portal obstruction depend- 
ent on progressive fibrosis has been demonstrated by 
McIndoe.** The degree of fibrous tissue increase and 
cellular infiltration necessary to effect an ascites is diffi- 
cult to say, though very likely this is a variable factor 
dependent in part on the functional integrity of the 
liver parenchyma and other factors that are not known. 


SUMMARY 

A case of ascites occurring during what is generally 
termed catarrhal jaundice went on to complete recovery 
after three years’ observation. The case illustrates the 
difficulty of presenting a fixed syndrome for so-called 
catarrhal jaundice and directs attention to other func- 
tional alterations dependent on varying degrees of liver 
injury. 

55 East Washington Street. 
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URTICARIA CAUSED BY COLD 


ALFRED W. Dusss, M.D., ALLENTOWN, Pa. 


In looking over the literature for methods of treatment and 
data on which to base a prognosis, I found that but few cases 
of urticaria due to cold have been reported in the English 
literature. Bray found only thirty-seven cases reported in 
all the literature before 1931, the first of these being mentioned 
by Béhier 2 in discussing a paper on urticaria. It is of interest 
to note at this point that one of these thirty-seven, a case 
reported by Duke,’ is not an urticaria due to cold but one due 
to light. Since the appearance of Bray’s article I have been 
able to find but one more case reported in the English litera- 
ture, that by Weiss,* although a few have appeared in other 
than English publications during this time. 

In view of the apparent rarity of this condition I thought that 
it might not be amiss to add my case to the literature. 


REPORT OF CASE 


A white woman, aged 62, came to my attention for the first 
time in August 1934 complaining of an itching and redness of 
the hands and exposed parts of the body that appeared usually 
in the morning on exposure to cold air or objects. She had 
noticed these cutaneous reactions for a period of two weeks 
preceding this visit, and before that a mild tingling of the 
fingers had been noted under similar circumstances during one 
week in February of the same year but never prior to that time. 

Questioning revealed that a trip to market, being the first 
venture outdoors in the morning, would usually initiate an 
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attack of redness and itching of the face, neck and hands. 
Accompanying this, the patient would notice some dyspnea and 
palpitation, the latter being a noticeable feature only when walk- 
ing very briskly. The whole attack never lasted more than five 
or ten minutes, and only on one or two occasions was a recur- 
rence noted in the same day. At this time the patient also 
observed that if the hands were immersed in cold water or 
brought in contact with cold objects, as ice cubes or milk 
bottles, the fingers and palms would become a dusky, brawny 
red with swelling accompanied by itching,and burning. Flexion 
of the phalangeal joints caused pain. When the attack was 
initiated by immersion in cold water, a definite line of demarca- 
tion was noted. Wheals were produced at will on any part 
of the cutaneous surface by the application of such objects as 
ice cubes, frosted glasses and cold metal. They always corre- 
sponded in size and shape to the objects applied. At one time 
| observed a wheal measuring 6 by 4 inches (15 by 10 cm.) on 
the forearm that resulted from carrying a package of cold 
meat. These wheals had all the characteristics of the com- 
monly observed types of urticaria; i. e., reddish or pinkish ele- 
vations of the skin accompanied by itching, stinging, prickling 
and burning. The phenomena in this case are essentially 
cutaneous, for at no time have there been any subjective or 
objective manifestations in relation to the mucous membranes 
of the mouth or throat during the eating or drinking of cold 
foods or liquids. 

The patient suffers from a chronic pharyngitis and a tubo- 
tympanites accompanied by a progressive otosclerosis, also 
mild recurring attacks of arthritis involving the small joints of 
the fingers (atrophic or rheumatoid type). There is a complete 
absence of all other forms of allergic reaction. 

The family history was negative for allergic disease. 

The patient was 5 feet (152 cm.) in height and weighed 
103% pounds (47 Kg.). The hair tended to be dry. The 
eyes and nose were normal. The tympani were dull and 
retracted. The mouth and tongue were normal. The teeth 
were well cared for. The tonsils were embedded and appar- 
ently diseased. There was lymph follicular hyperplasia of the 
pharynx. The neck was normal. The lungs were clear. The 
heart was normal. The blood pressure was ordinarily 130 sys- 
tolic, 75 diastolic and during an attack it has remained the 
same. The pulse was ordinarily 80, with no change during an 
attack. The abdomen was normal. The extremities were 
normal except for some spindle shaped deformity of the middle 
phalangeal joints. The skin has shown no sign of autographism. 

Urine collected immedidately after an attack was yellow, acid 
in reaction, with a specific gravity of 1.020, and negative for 
sugar, albumin and hemoglobin. Microscopic examination 
revealed nothing abnormal. Blood studies showed a hemoglobin 
of 90 per cent (Tallqvist), red cell count of 4,540,000 and white 
cell count of 5,950, with a differential of 59 per cent neutro- 
phils, 3 per cent eosinophils, 30 per cent lymphocytes and 8 per 
cent monocytes. The bleeding time was two and one-half 
minutes, the clotting time one and one-half minutes. The blood 
was type IV (Moss). The Wassermann reaction was negative. 

In an endeavor to demonstrate that these cutaneous reactions 
were due to a disturbance of the vasomotor mechanism, I at 
one time administered 5 minims (0.3 cc.) of epinephrine hydro- 
chloride subcutaneously, with an almost immediate subsidence 
of all symptoms and signs. Subsequently calcium lactate in 
doses of 15 grains (1 Gm.) three times a day after meals has 
caused a marked reduction in the frequency and severity of the 
attacks. There has always been a complete recurrence follow- 
ing its withdrawal. Neither desensitization with histamine as 
recommended by Bray?! nor autodesensitization of the French 
has been tried in this case. They are to be tried and the 
results together with other studies now in mind will be 
reported in a later communication. 

I feel that this case is of interest because of (1) the 
apparent rarity of this type of urticaria, (2) the spontaneous 
appearance of such a type of sensitivity in a person of this age 
with no prior allergic history in self or family with the excep- 
tion of an infectious type of arthritis, (3) the fact that the 
phenomenon is essentially a cutaneous one, and (4) the appar- 
ent response to calcium therapy. 
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OSTEITIS FIBROSA CYSTICA AND RENAL CALCULI 
WITHOUT HYPERCALCEMIA 


CLarence L. Rossins, M.D., New Haven, Conn. 


Recent contributions! to the subject of hyperparathyroidism 
have stressed the necessity to consider the entire clinical and 
laboratory picture of the disease rather than to place too much 
reliance on any isolated observation or group of observations. 
The so-called metabolic criteria of hyperparathyroidism may 
be duplicated in conditions in which there is no evidence of 
hyperfunction of the parathyroids.2 Likewise in proved cases 
of hyperparathyroidism the metabolic criteria may be absent. 
Gutman! has noted that, of seventy-eight reported cases of 
hyperparathyroidism in‘ which determinations of serum calcium 
were recorded, 25 per cent failed to show a consistent hyper- 
calcemia. This case of osteitis fibrosa cystica generalisata is 
reported as an instance of probable hyperparathyroidism ful- 
filling all the clinical and roentgenographic criteria of the con- 
dition with, nevertheless, consistently normal concentrations of 
calcium and phosphorus in the serum. 

Mrs. M. C. was first admitted to the New Haven Hospital 
in 1922, when she was 48 years old, for nephrectomy on the 
right side because of renal calculi and pyelonephritis. At this 
time some rigidity and abnormal position of the right leg was 
noticed but was not investigated. 

She was readmitted, May 30, 1933, for a fracture o the 
right femur. The fracture occurred without any fall when she 








put her weight on the leg in getting out of a car. For some 
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years the leg had become more and more stiff with what was 
called arthritis, until for six months prior to admission she 
had been forced to use crutches. In addition she had noticed 
bowing and rotation of the right arm for a year and a half. 
For some years she had been troubled with increasing noc- 
turnal urinary frequency. Constipation for several years neces- 
sitated the habitual use of saline cathartics. 

Generalized hypotonia of the muscles was a striking feature 
of the clinical examination. The patient was irritable, was 
uncooperative, and occasionally became quite irrational. There 
was a moderate leukocytosis and a well marked hyperchromic 
anemia but no abnormal cells in the spread. The urine con- 
tained some albumin but no Bence-Jones protein. Occasional red 
blood cells and granular casts appeared in the urine sediment, 
and numerous white blood cells were continuously present. The 
specific gravity never exceeded 1.010. When the first chemical 
examination of the blood was made, the patient was taking 
little food and was vomiting. The blood nonprotein nitrogen 
was considerably elevated and the phosphorus somewhat high. 
The phosphorus subsequently returned to normal but the non- 
protein nitrogen remained elevated. The concentration of cal- 
cium in the serum was never above normal. 

Roentgen examination revealed a fracture through the middle 
third of the femur with decalcification and multiple cysts in 
the distal fragment producing marked distortion of trabecula- 
tions and expansion of the cortex. Similar cysts and osteo- 
porosis were present in the right radius. The skull was the 
site of spotty rarefaction and thickening, rather suggesting 
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Paget’s disease. The twelfth thoracic and third lumbar verte- 
bral bodies were markedly narrowed in their vertical diameters 
as the result of compression. An opaque shadow the size and 
shape of a hen’s egg occupied the region of the left kidney 
pelvis. 

Although the anemia did not respond to intensive liver 
therapy, the patient’s general condition improved slightly and 
the fracture seemed to be healing well. Operation for para- 
thyroid tumor was urged but the patient refused, insisting on 
leaving the hospital. She died at home shortly after her dis- 
charge from the hospital on September 7. Autopsy was not 
secured. 

In view of the osteoporosis, multiple cystic tumors and renal 
calcification, there can be little doubt of the diagnosis of 
hyperparathyroidism in this case, although the serum calcium 
was normal and anatomic evidence of parathyroid overgrowth 
is lacking. 
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Therapeutic exercise may be defined as the use of 
scientifically supervised movements of the body, with 
or without apparatus, for the purpose of restoring dis- 
eased or injured tissues as near to normal function as 
it is possible. There are two types of therapeutic exer- 
cise—passive and active. 

Passive exercise is that form of bodily movement 
which is carried through by the operator without the 
assistance or resistance of the patient. Mennell? uses 
the term relaxed movement. Relaxed movement should 
be administered with great care, with the extremity 
placed in the correct position and properly supported. 
A pumping movement should be avoided. All relaxed 
movement should be well within the limit at which pain 
occurs. 

The occurrence of a muscle spasm is a danger signal 
preceding pain. If such a protective spasm occurs, the 
movement should be stopped immediately. It should 
be kept constantly in mind also that one movement 
through its fullest range is much better than a series 
of movements through a shorter range. 

The chief aims of relaxed movement are to maintain 
suppleness and to prevent contractures and the forma- 
tion of definite adhesions. In this manner, passive 
exercise of muscles prepares them for active movement. 

Stretching of contractures and old adhesions in 
chronic conditions should not be confused with relaxed 
movement. The object of stretching is to loosen con- 
tracted ligaments, muscles and adhesions in stiff joints 
and is to be used only after the inflammation of the 
joint has subsided. The technic of such a procedure 
should be a slow, steady and gradually increasing pull 
by the operator or with apparatus. The length of time 
applied and the amount of tension may be gradually 
increased, depending on the reaction of the patient. 
Joint soreness may be produced by such stretching, and 
a short application of heat with gentle massage will 
help materially in making the patient comfortable. As 
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a rule, any pain that passes off in an hour is not detri- 
mental to the final success of the treatment. If there 
is an increase of swelling and pain or the range of 
motion is less the next day, too much has been 
attempted. Splints may be used and a gentle pull main- 
tained day and night. This should be increased gradu- 
ally and kept constantly within the patient’s capacity ; 
otherwise, much pain and discomfort will be caused. 

The angle of movement should always be recorded 
by using a goniometer and never estimated by the eye 
of the operator. Records of movement estimated by 
the eye of the operator are inaccurate and worthless, 
This is especially true when the stretching has been 
forceful. A design for making a goniometer may be 
obtained by writing to the secretary of the Council on 
Physical Therapy. 

There is a highly beneficial maneuver that can be 
applied at this stage in the treatment. It cannot be 
classed under the heading of movement, because joint 
motion does not take place. The procedure is termed 
muscle setting and can be practiced by the patient while 
the leg or arm is in a splint. By it is meant the alter- 
nate contraction and relaxation of a muscle or group 
of muscles without movement of the joint. This type 
of exercise may be difficult for the patient to learn. 
It should be practiced under the watchful eye of the 
operator until the patient has accomplished it. Muscle 
setting is used in the early stages of acute traumatic 
injury or when it is impossible to obtain joint move- 
ment in chronic cases. Great benefit is derived by its use 
in restoring and maintaining muscle tone and strength. 

Active exercise is one of the most valuable adjuncts 
available in the restoring of normal muscle function. 
It must, however, be properly applied and in gradually 
increased doses, depending on the reaction of the 
patient, in order to insure beneficial results. It should 
always be remembered that nerves and muscles are 
parts of a unit, the muscles having the power of con- 
tractility and producing motion, and the nerve having 
the power of irritability and conduction. If the muscle 
is properly rested and made to resume work gradually 
within functional limitations, it does not waste. 

Active exercise is that form of bodily movement 
which is carried through by the patient, with or without 
the personal supervision of the operator, and is divided 
into assistive, free and resistive exercise. 

Assistive exercise is that form of active exercise 
which the patient performs, assisted by the operator or 
some mechanical means such as a pulley and weight. 
Its chief objective is to enable the patient to accomplish 
more than he could do unassisted. This exercise calls 
for judgment on the part of the operator, who should 
aid only when the muscle is too weak to accomplish its 
movement. If fibrillation of muscles occurs, the muscles 
have been given too great a task and assistance 1s 
needed. However, when fibrillary contractions do 
occur, it is advisable to cease and obtain complete 
relaxation before treatment is resumed. The operator 
then will be able to give assistance at the right moment, 
thereby preventing further fibrillation. Progress must 
be watched carefully. The operator should increase the 
range of movement daily and should gradually develop 
the type of exercise from assistive to free. 

Free exercise follows the assistive type and is defined 
as that form of active exercise which is carried through 
by the patient against the least possible resistance. To 
do this the body of the patient and the injured muscles 
are placed in such a position that gravity exerts no 
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resistance to graded arc movements of the arm or leg 
to be manipulated. The range of movement should 
increase as the strength of the muscles increases and 
as adhesions are broken down. 

True free movement is difficult to obtain and in 
reality the line of demarcation between free and assis- 
tive movement is not sharply defined. Free movement 
is obtained by eliminating the resistance of gravity and 
the resistance of friction. True free movement can be 
obtained by the “sling suspension” method, by placing 
the limb in a warm water bath or by the use of a 
smooth rectangular board, well powdered and placed 
so that the movement is in a horizontal plane. Each of 
these methods tends to reduce the friction to a mini- 
mum and produce truly free movement. 

Resistive exercise is that form of active exercise, 
with or without apparatus, which offers resistance to 
muscle action. The resistance applied must be different 
for the different phases of the movement, least during 
the beginning and ending thirds, and greatest during 
the middle third or optimum of the muscle contraction. 
Correct resistance is often the only way to make one 
muscle group work alone and exclude its antagonists.” 

No patient should be permitted or told merely to 
exercise his arm. It is the duty of every physician 
prescribing exercise to give definite directions as to the 
amount and kind. In the case of the patient with 
average intelligence, the anatomy of the part to be 
exercised and the reasons for the exercises should be 
explained’ to him. 

In giving directions for exercises it should be 
impressed on the patient that, although heat, massage 
and electrical stimulation are used for his weak muscles, 
these are only to increase the circulation, and that noth- 
ing will increase muscle power but active exercise, 
which requires volitional effort on his part. To insure 
the proper regimen of treatment, definite written 
instructions for exercises should be given the patient. 

Muscle reeducation is that form of therapeutic exer- 
cise which encourages voluntary muscular movements 
within functional limitations. It is given to muscles in 
which the neuromuscular coordination has in some way 
become partially destroyed. The reflex arc has become 
involved, making it impossible for the muscles to move 
by means of the reflex mechanism. As a result, coordi- 
nated movement is lost. To reeducate muscles under 
such conditions, two things are necessary: first, to 
reestablish a better coordination between the remaining 
nerve fibers and cells supplying the affected muscle, 
and, second, to secure the contraction of the desired 
muscle, however feeble.* 

Mackenzie * says that if a muscle is weakened or 
paralyzed, whether from injury of muscle, nerve or 
central cell, it is rested when its opponent is in a state 
of relaxation or elongation beyond the state normally 
regarded as necessary to produce a condition of equi- 
librium with its opponent. This is the zero position. 
Reeducation of a paralyzed muscle begins at zero and 
is the encouragement of voluntary muscle movements 
within functional limitations. The amount of work at 
this minimum may be slight, but it is the maximum 
function of the muscle at this time, and as such the 
muscle may soon become exhausted. 

Curative occupational therapy is a form of thera- 
peutic exercise that requires a series of specific volun- 





2. Buchholz, C. H.: Therapeutic Exercise and Massage, Philadelphia, 
Lea & Febiger, 1917. 
_ 3. Jones and Lovett: Orthopedic Surgery, ed. 2, New York, William 
Wood & Co., 1929. 
4. Mackenzie: The Action of Muscles, ed. 2, New York, Paul B. 
Hoeber, Inc., 1930. 
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tary movements, initiated by the patient, which form 
component parts of a more complex and coordinated 
movement. This exercise is designed for the express 
purpose of securing definite end results and is a direct 
incentive for sustained effort. 

The ordinary physical treatment given to a patient 
lasts, at the most, only an hour. The mechanical exer- 
cises given have certain definite limitations. The human 
body is more than a machine, and the mere formal 
repetition of a movement either with or without an 
apparatus is not of maximum therapeutic value in 
increasing the amount of movement in a stiff joint or 
as an integral part of a large coordinated movement. 
That is because there is no psychologic stimulant for 
personal initiative or for sustained effort. The patient 
can be told to exercise, but unless occupational therapy 
is used there is no incentive and interest provided to 
continue the exercise. In physical therapy the patient’s 
attention is focused on the injury, while in occupational 
therapy his interest is in the work. 


THERAPEUTIC EXERCISE FOR THE 
SHOULDER JOINT 


Mackenzie, in his classification of muscles moving 
the humerus, points out the important fact that the 
abductors of the shoulder joint are the relatively weak 
deltoid and the supraspinatus and that the adductor is 
the strong pectoralis major. The external rotators are 
the weak infraspinatus and the teres minor, while the 
internal rotators are the strong latissimus dorsi and the 
subscapularis. With this in mind, it is well in shoulder 
joint injuries requiring prolonged immobilization to 
put the arm in abduction and external rotation. This 
can be done in an airplane splint or in a plaster cast 
with the cover of the cast cut so that it can be raised. 
The muscle origin, insertion and action determine the 
splinting. Therefore if, after a shoulder joint injury, 
the arm is bound to the side, the anatomy, physiology 
and pathology are ignored. Too frequently this posi- 
tion is maintained for three weeks or more, with the 
strong muscles shortened and the weak ones stretched, 
and in addition the weight of the upper limb drags on 
the weakened deltoid. 

A joint must be considered physiologically as a whole 
with no one component being injured without having 
an effect on the whole mechanism. It is necessary to 
understand the various movements of the shoulder 
joint and the extent of their range. It is to be under- 
stood that different individuals may differ with regard 
to extent of movement, and therefore it is always 
necessary to compare the injured side with the sound 
one. Beevor’s classification for normal movement of 
the shoulder joint is given herewith: * 


Flexion of the humerus: The arm is placed at the side and 
raised to front horizontal, and then above the head until ver- 
tical. This is the anteroposterior plane and produces an arc 
of 180 degrees, the normal range for flexion. 

Extension of the humerus: With the arm above the head 
in extreme flexion, it is moved downward and forward to its 
original position at the side. This brings the arm through the 
same anteroposterior plane, and the range is through the same 
180 degree arc. 

Hyperextension of the humerus: With the arm at the side, 
it is moved backward to the limit of movement through the 
same plane. The average degree of movement for this distance 
is 45 degrees. 

Abduction 6 the humerus: With the arm at the side, it is 
carried laterally to a side horizontal position at a distance of 
90 degrees.. At this point the movement in the shoulder joint 
is stopped by the tension of the capsule. From then on the 
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movement is carried out by the scapula until it arrives in a 
vertical position above the head, covering a distance of 180 
degrees. 

Adduction of the humerus: The arm is again carried down 
through the same lateral plane, through the same number of 
degrees to the side of the body. 

Horizontal adduction and abduction: The arm is placed in 
side horizontal position and is then brought forward to a front 
horizontal position. This is termed adduction and the arc 
range is 90 degrees, which is much extended by scapular 
movement. Abduction is the opposite of adduction through 
the same plane and a range of 90 degrees. 

Internal and external rotation: The arm is abducted to a 
horizontal position, the elbow flexed and the forearm at right 
angles, which brings the shoulder joint in a position of external 
rotation. Bringing the forearm forward and downward pro- 
duces internal rotation. The arc is 90 degrees in this plane. 
With the arm in partial abduction and the forearm extended, 
the degree of rotation is increased to 135 degrees. 


It is important to note here that the scapula takes 
part in practically all movements. The determination 
of the actual range of shoulder movements is difficult 
and inaccurate. As the mobility of the scapula is highly 
variable, all angular movements in and about the 
shoulder joint must be necessarily approximate. 

After the range and strength of the muscles of the 
shoulder have been increased in all planes because of 
the carefully regulated assistive, free and resistive 
exercises, the patient is taught a series of exercises for 
home use. The following list is suggested. The par- 
ticular exercises to be used should be underlined. The 
number of times each movement is to be used must be 
indicated. We have found it advisable to have a mimeo- 
graphed sheet of exercises for each joint. 


EXERCISES FOR THE SHOULDER 

1. While the shoulder is in the splint, contract the 
deltoid and then relax without moving the shoulder 
joint or using other muscles. 

2. While the patient lies on the back, the arm and 
shoulder on a powdered cardboard, in the same position 
as in the airplane splint, the operator supports the fore- 
arm and adducts the arm a few degrees, and the patient 
returns it to the original position. Gradually increase 
the range of motion. 

3. Same position as No. 2. Revolve the forearm 
until the back of the hand touches the table. 

4. Same position as No. 2. Move the arm across the 
body so that the hand touches the opposite shoulder. 

5. Lying on the back, with the arm at the side and 
the elbow bent to a right angle, bring the arm forward 
and up and return. 

6. Lying face down, the hands in back of the neck: 
(a) Raise both elbows from the table without raising 
the body. (b) Raise the elbows with some one putting 
pressure on the elbows. 

7. Standing with the arms at the side, raise to the 
front horizontal position and then above the head and 
return. 

8. Standing, with the hands clasped behind the back, 
fingers interlocked, the palms facing up, turn the palms 
in and down, and extend the arms to the rear at the 
same time. 

9. Standing, with the hands at the side, raise the 
arms to the side horizontal position and then above the 
head and return. 

10. Standing, with the arms in the front horizontal 
position, raise to the side horizontal position, to the 
front horizontal position and return to the original 
position. 

11. Shrug the shoulders. 
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12. Standing, with the arms in the side horizontal 
position, move the arms in small and large circles and 
in both directions. 

13. With the arms in the side horizontal position, 
rotate the arms so that the palms are alternately up 
and down. 

As the strength of the patient increases, resistance 
can be added with books or dumb-bells, starting with 
light weight and increasing the weight as the capacity 
of the patient increases. 

For assistive and active shoulder joint exercises, we 
use stall bars, a shoulder abduction ladder and weights 
and pulleys. Construction plans will be supplied on 
request. 

Curative occupational therapy for shoulder cases 
should be definitely prescribed. It can be used in any 
place with a little ingenuity. For instance, “braid 
weave” rug weaving may be used. No shuttle or beater 
is necessary and no sewing is required. The method 
does not require a complicated loom. The weaving, 
partaking somewhat of basketry, is fascinating and 
simple. 

The loom can be home made. It is 30 by 50 inches, 
made of 1% by 3% inch wood. A series of %4 inch 
slits at the top and bottom half an inch apart accommo- 
date the warp. Along the inside % inch from the 
inside edge of the loom are brass % inch curtain rods 
to hold the weaving in perfect alinement and to insure 
a straight edge to the rug. The weaving is done with 
rags, which may be colored and a pattern followed. 
These looms may be made in various sizes and placed 
in various positions to conform with the patient’s 
strength and to the joint movements required. By 


placing the loom high on a wall shoulder flexion, 
external rotation and abduction of the shoulder may 
be obtained. These looms may of course be purchased 


complete. After proper instruction, the patient can 
use this loom at home. 
(To be continued) 





THE Councit oN PuysicaL THERAPY HAS AUTHORIZED PUBLICATION 
OF THE FOLLOWING REPORT. Howarp A, CarTER, Secretary. 


SANBORN MOTOR-GRAFIC METABOLISM 
TESTER ACCEPTABLE 


The Sanborn Motor-Grafic Metabolism Tester is manufac- 
tured by the Sanborn Company, Cambridge, Mass. 

In principle, the Sanborn Motor-Grafic Metabolism Tester 
is a closed circuit, wet spirometer metabolism apparatus. Its 
appearance is good, and it is contructed so that it is convenient 
for use. The size of the instrument is 17 by 10 by 22 inches 
and the carrying weight is 35 pounds. It is equipped with a 
counterweighted oxygen bell of 6 liters, enough gas for an 
eight to ten minute test, operating in water-seal. There are 
two breathing tubes, one for inhalation and one for exhalation, 
and it is equipped with either an alternating or a direct cur- 
rent motor directly connected to the blower, which circulates 
the oxygen through soda lime and breathing tubes; there is a 
quart and a half container holding soda lime for absorbing 
carbon dioxide. There is a permanent point metal stylus (a 
capillary pen cup is also supplied if desired) for graphically 
tracing the actual oxygen consumption with an electric clock 
mechanism for turning the chart record of tracing, once in 
eight minutes on 110-120 volts, 60 cycle alternating current, 
or a spring clock mechanism for turning the chart on direct 
current. There is also an adjustable breathing tube support 
with two-way oxygen control valve and thermometer attached 
to apparatus to show temperature of oxygen. 

The unit is supplied complete with a metabolism barometer, 
an 80 gallon oxygen tank, a metal minor leak tester, enough 
soda lime for from forty to sixty tests, 100 stylograf charts, 
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three rubber mouthpieces, one nose clip, an extra capillary pen, 
two one-way valves to be used when no electric current is 
available, a cover for the Motor-Grafic, and an instruction 
booklet with all metabolism “normals” and tables. The table 
supplied for the Motor-Grafic has a metal base with a wooden 
top (five ply), measures 15 by 20 by 28 inches, has a holder 
for the oxygen tank, and is quietly movable on rubber-tired 
casters. 

The estimation of metabolism is derived from a measurement 
of the volume of oxygen consumed during a given period of 
time. The consumption of oxygen is measured by a water 
spirometer and is recorded on the cylinder rotated at a known 
uniform rate. The determination is started with the spirometer 
containing an unknown volume of air rich in oxygen. It is 
allowed to run until the slope recording the consumption of 
oxygen is constant and well defined. Since the volume thrust 
of the spirometer is known, as well as the rate at which the 
graphic cylinder is rotated, the rate of oxygen consumption 
can be determined from the slope. A cubic centimeter scale 
provided with the apparatus gives values in terms of cubic 
centimeters of oxygen consumed per min- 
ute when applied to the drop of the slope 
line in eight minutes. The apparatus is 
calibrated to include corrections for water 
vapor (2 per cent), for temperature at 
21 C., at an atmospheric pressure of 760 
mm. Corrections must be made for any 
deviations of temperature and pressure 
prevailing at the time of the test, to ob- 
tain values under standard conditions; 
viz., 0 C. and 760 mm. These corrections 
are made by reference either to the tables 
or to the graphs supplied with the appa- 
ratus and give the cubic centimeters of 
oxygen consumed per minute under 
standard conditions of temperature and 
pressure. The normal rate of oxygen 
consumption for a subject of known weight, height and age is 
also obtained from standard tables provided with the apparatus. 
Knowing both the actual and the normal rate of oxygen con- 
sumption, one can readily determine the comparative basal 
metabolic rate. 

Technical errors in the determination are detected by noting 
any irregularities in the slope of the graph. Leakage from the 
nose and throat can be detected by the highly polished detector 
provided. 

The Sanborn Motor-Grafic is designed for use in office prac- 
tice and in the hospital, where it is quietly and easily movable 
on the mobile table supplied as part of the complete equipment. 
The manufacturer claims that the unit is conveniently portable 
and carried to a patient’s home for bedside testing. Before it 
is moved, however, the apparatus must be emptied of water 
and filled every time it is transported. In addition to this, 
the unit is quite heavy and cumbersome and also the oxygen 
tank, which is not light, must be taken along. 

The Sanborn Company claims that this machine is useful in 
the field of metabolism testing. The place of metabolism test- 
ing in differential diagnosis, in the regulating of thyroid therapy, 
and in preoperative and postoperative management of goiter 
cases is well known and has been demonstrated by physicians 
and surgeons during the past fifteen years in office practice 
and in hospitals. The manufacturer claims that the Sanborn 
Motor-Grafic enables physicians to obtain the guidance of basal 
metabolism test reports by a method that is simple for the 
operator, comfortable for the patient and reliable for accuracy 
and dependability of results. 

In a clinic acceptable to the Council, a number of determina- 
tions of metabolism by means of this apparatus were made on 
different individuals under various conditions and have given 
values that were essentially correct for normal, supernormal 
and infranormal metabolism. The therapeutic claim for the 
Sanborn Motor-Grafic “that. it enables doctors to obtain the 
guidance of basal metabolism test reports by a method that is 
simple for the operator and reliable for accuracy and dependa- 
bility” is warranted. As regards the claim that this apparatus 
“is comfortable for the patient,” it may be stated that it is 
exactly as comfortable, or as uncomfortable, as all other appa- 
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ratus that requires the patient to wear a nose clip and breathe 
through a mouthpiece. 

In view of the favorable report presented, the Council on 
Physical Therapy voted to include the Sanborn Motor-Grafic 
Metabolism Tester in its list of accepted devices. 





Council on Pharmacy and Chemistry 


NEW AND NONOFFICIAL REMEDIES 


THE FOLLOWING ADDITIONAL ARTICLES HAVE BEEN ACCEPTED AS CON- 
FORMING TO THE RULES OF THE COUNCIL ON PHARMACY AND CHEMISTRY 
OF THE AMERICAN MEDICAL ASSOCIATION FOR ADMISSION TO NEW AND 
NONOFFICIAL REMEDIES. A COPY OF THE RULES ON WHICH THE COUNCIL 
BASES ITS ACTION WILL BE SENT ON APPLICATION. 


Paut Nicuocas Leecn, Secretary. 


AMYTAL (See New and Nonofficial Remedies, 1934, p. 90). 


The following dosage form has been accepted: 
Tablets Amytal, % grain. 


SODIUM AMYTAL (See New and Nonofficial Remedies, 
1934, p. 102). 

The following dosage form has been accepted: 

Ampoule Sodium Amytal, 0.065 Gm. (1 grain). 





REPORT OF THE COUNCIL 


THe COUNCIL AUTHORIZED PUBLICATION OF THE FOLLOWING REPORTS. 
Paut Nicuoras Leecu, Secretary. 


ADRENAL CORTEX EXTRACT 


At the instance of a commercial firm which contemplates the 
marketing of an extract of the adrenal cortex, the Council 
considered the matter of a name for an extract containing the 
hormone of the adrenal cortex and of a name for the hormone 
itself. 

After a consideration of the several names suggested for 
the extract containing the hormone, and for the hormone itself, 
the Council decided that it would be advisable at this time to 
adopt a generally descriptive nonproprietary name for the more 
or less crude extracts and to defer until later the consideration 
of a name for the active isolated principle. The Council there- 
fore adopted the title “Adrenal Cortex Extract” (with the 
Latin synonym “Extractum Adrenali Corticis”), as its non- 
proprietary name for extractive preparations from the adrenal 
gland that contain the cortical hormone necessary for life. 


CEVITAMIC ACID AND THE BRAND 
CEBIONE—MERCK 


Under the name “Ascorbic Acid,” Merck & Company, Inc., 
presented for the Council’s consideration its preparation of the 
crystalline vitamin C isolated by Szent-Gyorgyi. The product 
is marketed in the form of tablets, each containing 0.01 Gm. 
of the acid. By reason of its rules against therapeutically sug- 
gestive names, the Council could not recognize the name 
“Ascorbic Acid,” although this term has been used in the 
literature. The firm asked consideration of the term “Cebion” 
as a proprietary brand name for its preparation. The Council 
voted to recognize the name “Cebione” for the firm’s product 
if it could prove its right to a proprietary name. Meanwhile 
the Council adopted the term “Ce-vi-tam-ic Acid” as a non- 
proprietary designation for the crystalline vitamin C introduced 
as Ascorbic Acid. Merck & Company, Inc., then presented 
written permission from Szent-Gyorgyi for the use of its pro- 
prietary name “Cebione,” and in accordance with its rules and 
previous decisions the Council voted to recognize this as the 
proprietary name for the Merck brand of cevitamic acid in 
recognition of the discoverer and of the service of the firm in 
making the product available for therapeutic use. 

The Council feels strongly that investigators in naming newly 
discovered medicinal substances should bear in mind the funda- 
mentally sound objections to the use of therapeutically sugges- 
tive names. 
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THE PRESIDENT’S PLANS FOR 
ECONOMIC SECURITY 

With all other American citizens, the medical pro- 
fession awaited eagerly the message which the Presi- 
dent of the United States delivered, January 4, to the 
joint session of the Senate and the House of Repre- 
sentatives. In spite of the obvious impossibility of 
absolutely definite statements because of the very nature 
of our government, the President, nevertheless, pro- 
vided an indication of the character of the program 
contemplated in relationship to economic security. His 
plans seem to provide for the provision of work to 
many of the unemployed, the projects including such 
matters as slum clearing, reforestation and elimination 
of grade crossings, as well as many local projects. All 
of these have, of course, a definite interest for the 
medical profession. In fact, the housing projects and 
the elimination of the grade crossings must inevitably 
have a definite effect on morbidity and mortality rates. 

Of special interest to the medical profession, how- 
ever, were those paragraphs of his address in which 
the President referred particularly to questions of sick- 
ness and related problems. Thus he said: 

Closely related to the broad problem of livelihood is that of 
security against the major hazards of life. Here also a com- 
prehensive survey of what has been attempted or accomplished 
in many nations and in many states proves to me that the time 
has come for action by the national government. I shall send 
to you, in a few days, definite recommendations based on these 
studies. These recommendations will cover the broad subjects 
of unemployment insurance and old age insurance, of benefits 
for children, for mothers, for the handicapped, for maternity 
care, and for other aspects of dependency and illness where a 
beginning can be made. 

It is perhaps unwise to analyze too closely the sig- 
nificance of this statement. Interesting, however, is 
the manner in which the President passed immediately 
from unemployment insurance and old age insurance 
to the question of benefits for children, for mothers, 
for the handicapped and for maternity care, leaving 
the question of sickness insurance to the phrase in 
which he says “for other aspects of dependency and 
illness where a beginning can be made.” The element 
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of time in relationship to the development of any 
definite plans of sickness insurance is of the utmost 
significance. There seem to be indications that the 
difficulties involved in developing schemes for provid- 
ing persons in the lower wage levels with adequate 
medical care and at the same time preserving the 
quality of medical service and the integrity of the 
medical profession are far greater than they seemed 
to be at first glance to those who urged precipitate 
action. Innumerable experiments are now going on in 
many communities under local, industrial and similar 
auspices, including those conducted by county medical 
societies. Time has not yet permitted a real evaluation 
of their worth, yet their multiplicity is an indication of 
the extent and the complexity of the situation. More- 
over, the employment of considerable numbers of 
people now unemployed and the establishment of 
unemployment insurance, old age pensions and the 
other factors mentioned in the program of social 
security will modify greatly the features of any plan 
for sickness care that may be developed. 

The number of competent minds that have already 
been brought to bear on the solution of this problem 
should eventually yield at least a suitable experiment 
if not a complete solution. More than anything else 
the medical profession fears hasty action and the setting 
up of some scheme which, once established, will ride, 
like the old man of the sea, on the back of medical 
progress and impede its advancement. We have already 
witnessed the spectacle of hastily devised programs in 
foreign countries now undergoing constant repair. 
Eventually there must be some solution that will ade- 
quately serve the people and at the same time not sap 
the life blood of the medical profession. 





THE FOOD AND DRUGS ACT REVISION 

Under Association News in this issue appear state- 
ments, issued by the Council on Pharmacy and Chem- 
istry and the Committee on Foods of the American 
Medical Association and endorsed by the Board of 
Trustees, relative to certain necessary revisions of the 
Food and Drugs Act in order to bring such legislation 
into accord with modern points of view. Some thirty 
years has passed since the law under which we now 
function first became effective. During that period 
there have been notable advances in the development 
of new types of pharmaceuticals and modifications of 
foods. Moreover, the administration of the measure 
under the Food and Drug Administration has yielded 
an experience that indicates quite definitely many ways 
in which the effectiveness of the work may be improved, 
as well as certain loopholes that need to be closed to 
the evader. 

A significant feature of modern living is the develop- 
ment of advertising along lines never even contemplated 
in 1905. For example, we have seen since that time 
the tremendous development of great advertising agen- 
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cies, the use of the radio in advertising, and many other 
new forms of approach to public interest. Thus the 
chief emphasis to be placed on any new legislation must 
concern some type of control over advertising and pro- 
motion. People are being more and more informed 
relative to the nature of foods and drugs and the 
physiology of the human body. The intelligent pur- 
chaser wants to know the significant constituents and 
ingredients of products that may be taken into the body. 
Hence new legislation must demand suitable declaration 
on the labels of the significant ingredients of such 
preparations. 

The advance in our knowledge of nutrition has 
brought into the situation the application of various 
special foods for the control of nutritional disorders 
known as deficiency diseases. This possibility has 
stimulated many exploiters to the promotion of food 
substances as medicaments. Any new legislation must 
take cognizance of the use of names of diseases on the 
labels of food products and thus avoid the danger of 
self prescription, which must be disastrous to human 
health. Nevertheless, the desirability of manufacture 
and promotion of foods for special purposes, as in con- 
ditions largely treated by diet (for example, obesity 
and diabetes) emphasizes the necessity for recogni- 
tion of such special-purpose foods and the importance 
of suitable regulation over their manufacture and 
promotion. 

Most significant also in relationship to new legisla- 
tion is the placing of responsibility for failure to observe 
the new restrictions. It should be clear at once that 
publishers, as such, owners of radio broadcasting sta- 
tions and others who are primarily in the business of 
advertising cannot be primarily responsible for exag- 
gerated or untruthful claims made by the firms which 
they represent. Responsibility for advertising must 
rest ultimately with the individual or firm issuing the 
products. 

THE JOURNAL OF THE AMERICAN MEDICAL ASSOCcIA- 
TION offers these suggestions to the legislators who are 
now concerned with the consideration of new legisla- 
tion in these fields. The successful enactment of such 
legislation will yield incalculable good for the health of 
the American people as well as an immense saving to 
their pocketbooks. 





LICE AND HISTORY 


THE JOURNAL has commented frequently on the rela- 
tionships between climatic factors and the spread of 
disease. The manner in which epidemics and wars 
influence the history of the world has been recounted 
i various publications. Quite recently, agitation has 
developed concerning the possibility of the spread of 
epidemics by means of air travel. The subject has been 
reviewed by Massey,’ who indicates the way in which 
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the mosquito may be carried from country to country 
by airplane travel. Moreover, he has emphasized the 
possibility that cholera, plague, malaria, typhus and 
relapsing fever might be disseminated through the air- 
plane, provided the vermin associated with their spread 
are carried either on the passenger or in other ways 
in air traffic. 

In a forthcoming book entitled “Rats, Lice and His- 
tory,” Dr. Hans Zinsser,? professor of bacteriology and 
immunology in Harvard University, considers the man- 
ner in which the louse, the rat and the pestilences that 
they carry have influenced the history of the world. 
A preliminary chapter from this book appears in the 
Atlantic Monthly for January. Here Dr. Zinsser traces 
the evolution of the louse from the earliest types to 
the extraordinary varieties that inhabit the bodies of 
man, beast and fowl in these modern days. It would 
seem that the human head louse first made its appear- 
ance on the heads of primitives savages, coming from 
fur-bearing animals. Occasionally a head louse may 
breed with a body louse. The crab louse is of a differ- 
ent Once established on the heads of the 
savages, the louse seems to have passed from race to 
race, acquiring changes of form and feature in the 
Thus the lice of various races differ, that of 
the African being slightly different from the European 
and American types. It is interesting to know that lice 
have been found on mummies of early American 
Indians and Peruvians, and that the lice of the pre- 
historic Indians differ from those found on Indians 
living today. Apparently the louse has been the insep- 
arable companion of man since the earliest times. Man 
is its only habitat and, if its host perishes, the louse is 
doomed unless it can promptly find another. 


order. 


process. 


Until colonial times, lice were considered practically 
a necessity for the life and health of man. Then came 
the period that involved the development of the bath- 
tub and a new order of cleanliness. “The louse is con- 
fined,” says Zinsser, “in consequence to the increasingly 
diminishing population of civilized countries who live 
in distress and great poverty.” He believes the louse 
will never be completely exterminated and that there 
will always be occasions when it will spread widely to 
large sections of even the most highly sanitated 
populations. 

While this subject may not seem to be one that would 
inspire an extraordinary type of literary endeavor, the 
essay by Zinsser is a model of literary quality which 
may well afford inspiration to other contributors to the 
literature of medicine. The article provides a fine dis- 
play of diction, it proceeds in an orderly manner, and 
the philosophical comments of the author, revealed with 
sly humor, keep one’s interest constantly at a high point. 
The reader may acquire much scientific information 
with a minimum amount of difficulty and a maximum 
amount of pleasure. 





1. Massey, Arthur: Epidemiology in Relation to Air Travel, London, 
H. K. Lewis & Co., Ltd., 1933. 





2. Zinsser, Hans: Rats, Lice, and History, Atlantic Monthly Press, 
to be published in March 1935. 
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BODY BUILD AND RESTRICTED GROWTH 

In a recent communication, Bakwin, Bakwin and 
Milgram' have described the results of studies designed 
to determine the relationship between retarded growth 
and the so-called body build in young human subjects. 
An extensive literature is available pertaining to the 
manifold results of restricting development in experi- 
mental animals; adjustment of the diet in any one of 
several ways to bring about retardation of growth is 
uniformly followed by differential rates of growth of 
various parts of the body, resulting in distortion of the 
normal proportions.*2, One of the features of this 
atypical development is the persistence of growth 
shown by the skeleton, notably by the long bones. This 
phenomenon was early noted by animal husbandrymen ; 
the narrow chests resulting from disproportionate 
growth in length by the ribs and the “rangy” (long 
legged) appearance of poorly fed cattle are well known 
results of chronic undernutrition. The possibility of 
the production of similar structural alterations in 
human subjects under conditions of malnutrition 
encountered in practice and also the significance of this 
factor in influencing body build are questions of con- 
siderable practical importance. 

In approaching the problem, Bakwin and 
co-workers made use of three large groups of infants. 
One, from a well baby clinic, served as a control; the 
second and third groups were from a poverty stricken 
environment, the second, however, being the subject of 
study in a health clinic under favorable nutritive 
environment. In addition to body weight and length, 
there were recorded two lateral dimensions of the 
face, the circumference of the thorax and the diameter 
of the trunk at two levels. At the end of the first year 
the two groups that were supervised showed little dif- 
ference either in body weight attained or in the rate of 
gain, whereas the third group showed a marked delay 
in gain in weight. For the first three weeks there was 
little if any difference between the three groups in any 
of the linear measurements. At the end of the year, 
however, the supervised groups were superior to the 
underprivileged group to a greater or less extent in 
respect to the ratio of lateral measurements to body 
length. From a comparison of rate of increase of the 
various dimensions of the three groups of infants, two 
important tendencies stand out. The delay in growth 
shown by the third group took place entirely in the first 
three months of life; thereafter there is evident little 
if any difference between the groups in respect to rate 
of change in body weight or in other dimensions. 
Furthermore, the retardation in development in body 
length is of smaller magnitude than is that in the other 
measurements studied. 

The results of the comparative studies on infants 
indicate that the human subject responds to early 
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unfavorable environment much the same as do experi- 
mental animals, so far as correlated changes in structure 
are concerned. There is also the implication from the 
New York studies that subtle factors, not always 
viewed with apprehension, may exert far reaching 
effects on groups of people—extensive enough, prob- 
ably, to alter national types of population. 





Current Comment 





TIME FOR PAYMENT OF ANNUAL DUES 


Since Fellowship and subscription dues are payable 
in advance, the usual colored reminder slip is enclosed 
in this issue of THE JouRNAL. Already many Fellows 
and subscribers have made the 1935 payment. Those 
who have not remitted will find the colored slip con- 
venient, since it combines a statement and return 
envelop in the one form. No addressing or postage 
stamps are required. A remarkable series of articles 
by noted authorities on “Glandular Physiology and 
Therapy,” defining the present status of our knowledge, 
is about to start in THE JoURNAL. Every physician 
should remit promptly and obviate any interruption in 
subscription service. A list of the special journals pub- 
lished by the Association appears on the statement- 
envelop form. These journals came into being as the 
result of requests by specialists in the fields they cover. 
General practitioners will find in them a stimulating 
reflection of progress in the respective specialties and 
answers to many of their problems. All Fellows and 
subscribers to THE JOURNAL are invited to take advan- 
tage of this service rendered by the Association and 
subscribe at the same time for any of the special jour- 
nals in which they are particularly interested. 





THE RETENTION OF NICKEL IN 
PSORIASIS 

During the last few years, frequent references have 
been made to observations implicating certain of the 
metallic elements in disease processes. Recent studies ' 
on dermal biopsy specimens taken from lesions in 
typical cases of psoriasis suggest that the metal nickel 
may be related to this condition. Quantitative spectro- 
scopic analyses demonstrated that in nearly all the 
samples from normal control subjects nickel was absent, 
whereas it was present in all the specimens from 
patients with this disease. The few normal samples in 
which nickel was present contained less than 0.01 mg. 
to each 25 mg. of tissue, while the specimens from 
psoriatic lesions contained from 0.01 to 0.09 mg. in the 
same size sample. From these data it appears that there 
occurs a significant local retention of nickel in psoriatic 
lesions. The full significance of the foregoing obser- 
vation is as yet a matter of conjecture. It has been 
stated that individuals unduly exposed to nickel appear 
to be peculiarly susceptible to certain skin diseases and 
that opportunities for the entrance of traces of nickel 
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into the average normal subject are by no means rare. 
There is a ubiquitous distribution of nickel in plants, 
in soils and in foods. Also traces of this element may 
be derived from milk, catalytically hydrogenated fat, 
water pipes, cooking utensils, and certain appliances 
used in the preparation of foods. At the present time, 
however, no evidence is available definitely establishing 
nickel as a, causative agent in diseases of the skin. 
Further investigations, such as the one just described, 
on the quantitative composition of pathologic tissues 
should yield information of value in elucidating the 
etiology of certain diseases of obscure origin. 





Association News 


NEW FOOD AND DRUGS LEGISLATION 
The Council on Pharmacy and Chemistry and the Committee 
on Foods of the American Medical Association have adopted 
respective statements concerning the revision of the Food and 
Drugs Act. These statements, in turn, have been endorsed by 
the Board of Trustees; publication has been authorized by the 
Council, the Committee and the Board, 
Austin A. HAYDEN, 
Secretary of the Board of Trustees. 
Paut NicHoias LEEcH, 
Secretary of the Council on 
Pharmacy and Chemistry. 
RAyMoND HERTWIG, 
Secretary of the Committee on Foods. 


Report of the Council on Pharmacy and Chemistry 
on Revision of the Food and Drugs Act in 
Special Reference to Drugs 

In the thirty years since the federal Food and Drugs Act 
became law there have been notable developments in scientific, 
technologie and economic fields and many changes in methods 
of manufacture, distribution and sale of drugs and drug products. 
Experience in the administration of the act has brought to 
light various ways in which the law is inadequate to meet 
modern conditions. To the end that public health and safety 
shall be better safeguarded in the matter of the manufacture, 
distribution and sale of drugs and related products it is impor- 
tant that the provisions of the present law be revised and its 
scope enlarged. 

The Council on Pharmacy and Chemistry of the American 
Medical Association therefore deems it desirable that the law 
be amended (or a new law be made): 

1. To include provisions for so regulating all forms of drug 
advertising that it shall be truthful in statement and not decep- 
tive by implication; the terms “advertising” to include all ways 
and means of bringing articles to the attention of the public 
for commercial purposes. 

2. To provide that responsibility for advertising rest with the 
individual or firm issuing it unless such individual or firm 
produces a guaranty as to the truthfulness of the advertising 
claims, and the guarantor is amenable to the terms of the act; 
in which case the guarantor shall be responsible. 

3. To provide that the active ingredients and the amounts or 
proportions thereof in all mixed drug products not listed in 
official compendiums (U. S. P. and N. F.) be disclosed on the 
labels of such products and in the advertising of them. 

4. To prohibit the sale of drugs and drug preparations under 
names recognized in official compendiums (U. S. P. and N. F.), 
unless such drugs and drug preparations meet the standards 
and specifications laid down in such compendiums. 

5. To require suitable declaration on labels and in advertising 
of any and all habit-forming drugs, whether sold singly or in 
mixtures, together with explicit warning that such may be habit 
‘orming; provided that such declaration be not required in the 
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case of drugs or mixtures of drugs dispensed on prescription, 
and which are to be used according to directions of a physician. 

6. To provide for official announcement by the government of 
such drugs as may now be held, or in the future be determined, 
to be habit forming. 

7. To prohibit the mention of disease names on the label of 
drugs or drug preparations, or in advertising thereof, unless 
such drug or drug preparation is a cure for the disease named; 
or unless such drug or drug preparation is a palliative and the 
nature of the palliative action is stated. 

8. To extend the provisions of the law to include cosmetics 
and the advertising thereof, the term “cosmetics” to include all 
substances and preparations intended for cleansing, altering the 
appearance, or promoting the attractiveness of the person, 
unmedicated soaps excepted. 

9. To extend the scope of the term “drug” to include devices, 
substances and preparations intended for the treatment of dis- 
ease and all devices and all substances and preparations, other 
than food, intended to affect the structure or any function of the 
body; this provision to be for purposes of the act and not to 
regulate legalized practice of the healing art. 

10. To prohibit the addition of drugs to foods and confections 
intended or offered for general human consumption, but not to 
prohibit such addition to, or other modification of, foods and 
confections intended or offered to meet special nutritional 
requirements or dietary needs, provided the label and advertis- 
ing of products so treated plainly declare the character and 
purpose of such modifications. 

11. To require that testimonials and opinions used in adver- 
tising of drugs and drug preparations be accompanied by the 
name and address of the writers thereof, and to consider such 
testimonials and opinions as advertising claims of the advertiser. 

12. To provide by permit or license or other means for govern- 
ment control over the sale and distribution of such drugs and 
therapeutic agents as cannot be adequately controlled by gross 
inspection or chemical examination of the finished product, 
except that this shall not apply to the provisions of the Serums 
and Vaccines Act of 1902 and amendment thereto. 

13. To require each importer, manufacturer, jobber and 
retailer engaged in interstate commerce in drugs and therapeutic 
agents to register with the government his name, place of 
business, and the character of the business in which he is 
engaged or proposes to engage; such registration to be granted 
without cost to the applicant and accepted only on evidence 
showing adequacy of plant, equipment and personnel for the 
business proposed. 

14. To provide for cooperation between federal and state 
governments in the enforcement of food and drug laws in their 
respective jurisdictions on a plan similar to that provided in 
“An Act to Create in the Treasury Department a Bureau of 
Narcotics, and for Other Purposes,” approved June 14, 1930. 

15. To require labels on drugs and drug preparations to bear 
the name and address of the manufacturer, seller or distributor ; 
and to bear a statement of the net weight or volume of contents. 

16. To provide for more adequate penalties, which will be 
commensurate with the seriousness of violations. 


Report of the Committee on Foods on Revision of 
the Food and Drugs Act with Special 
Reference to Foods 

The Committee on Foods of the American Medical Associa- 
tion, solely from the standpoint of greater consumer protection 
with respect to nutrition and health, deems it desirable that the 
present Food and Drugs Act be amended (or a new law made) : 

1. To include provisions for so regulating all forms of food 
advertising that it shall be truthful in statement and by 
implication. 

2. To ban the use of names of diseases on the labels and in 
lay advertising of common foods but not to exclude names of 
nutritional disorders arising from inadequacy of the diet in 
nutritional essentials or of disease names from the labels and 
advertising for special purpose foods which are useful in the 
diet during the course of such diseases. 





126 


3. To ban the use of testimonials of a health, medicinal or 
therapeutic character, or with such implication, in food adver- 
tising by persons unqualified to express a scientific authoritative 
opinion or judgment on the subject of the testimonials. 

4. To authorize the fixing of tolerances for any added or 
natural poison in or on food and consider food as adulterated 
which bears or contains any poisonous or deleterious substance, 
in excess of the tolerances, which may render it dangerous to 
health irrespective of whether that constituent is added by man 
or exists there naturally. 

5. To prevent the use of non-food material such as resinous 
glaze or shellac to cover confectionery. 

6. To ban the embedding of metallic trinkets in confectionery, 
which may result in their aspiration and lodgment in the 
windpipe. 

7. To prohibit the use of any artificial colors in food other 
than those certified by the Department of Agriculture, thereby 
preventing the use of toxic colors. 

8. To class as adulterated food prepared under insanitary con- 
ditions whereby it may have become contaminated with filth. 

9. To include a provision against packing food in containers 
or wrappings which may injuriously contaminate the food. 

10. To authorize the establishment of legal definitions and 
standards for foods. 

11. To consider as adulterated a food purporting to be one 
for which a definition and standard has been prescribed if it 
fails to conform to such definition and standard, and the label 
does not conspicuously indicate deviations from the definition 
and standard. 

12. To require that the label of foods shall bear their com- 
mon or usual names if there are any, and in conjunction with 
the names declare the common or usual name of each ingredient 
article used in the manufacture of the food in the order of 
decreasing predominance by weight, exceptions being made for 
spices or other condiments, colors, flavors and leavening agents. 

13. To require that fanciful trade names for food be accom- 
panied by statements identifying the ingredient articles used in 
the manufacture of the food in the order of decreasing pre- 
dominance by weight, exceptions being made for spices or other 
condiments, colors, flavors and leavening agents. 

14. To require that informative statements required on labels 
be conspicuously placed thereon in simple common terms so as 
to be readily observed at the time and under the conditions of 
purchase. 

15. To require that the labels of Special Purpose Foods, with 
usefulness restricted to specific purposes such as inclusion in 
diets for obesity or special morbid conditions, shall prominently 
display in bold type the designation “Special Purpose Food,” 
a statement listing all ingredients in the order of decreasing 
predominance by weight, and the special purpose of the product. 
These statements, so far as is practical, should be in close 
proximity to the trade name. In addition, as much of the 
following information should be given as is significant to permit 
the intelligent use of the particular product by the consumer: 
specific properties, vitamin and mineral content, the calories per 
gram or ounce, and the grams each of carbohydrate, protein 
and fat per portion. 

16. To require that special values or properties of food, if 
given, be stated in specific, recognized technical terms or units. 

17. To require that labels bear the name and place of business 
of the manufacturer, seller or distributor of foods. 

18. To authorize federal enforcement officials to enter on and 
inspect premises of those manufacturing, storing and dealing in 
foods in order to protect adequately the health of the public. 

19. To authorize certain officials to effect seizure of food 
before the filing of a libel in court, and to hold same pending 
court action where the evidence before the enforcement officials 
is such as to indicate that the food is imminently dangerous to 
health. 

20. To provide adequate penalties for those violations of the 
law affecting the nutrition and health of the consumer. 
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MEDICAL BROADCASTS 
Columbia Broadcasting System 


The American Medical Association broadcasts on a western 
network of the Columbia Broadcasting System each Thursday 
afternoon on the Educational Forum from 4: 30 to 4: 45, central 
standard time. The next three broadcasts will be as follows: 
The Good Old Days, W. W. Bauer, M.D. 


Progress Against Arthritis, Irving S. Cutter, M.D. 
Thirty Six Thousand Deaths, W. W. Bauer, M.D. 


January 17. 
January 24, 
January 31. 


National Broadcasting Company 


The American Medical Association broadcasts under the title 
“Your Health” on the Blue network of the National Broadcast- 
ing Company each Tuesday afternoon from 4 to 4:15, central 
standard time. The next three broadcasts will be as follows: 
Causes of Death in 1933, W. W. Bauer, M.D. 


Health in Winter, W. W. Bauer, M.D. 
Organizing for Health, Morris Fishbein, M.D. 


January 15. 
January 22 
January 29. 





Medical News 


(PHYSICIANS WILL CONFER A FAVOR BY SENDING FOR 
THIS DEPARTMENT ITEMS OF NEWS OF MORE OR LESS GEN- 
ERAL INTEREST: SUCH AS RELATE TO SOCIETY ACTIVITIES, 
NEW HOSPITALS, EDUCATION, PUBLIC HEALTH, ETC.) 


ALABAMA 


Society News.— The Tuscaloosa County Medical Society 
was addressed, December 14, by Dr. James S. McLester, Bir- 
mingham, on “Old Age: A Philosophy for the Later Years.” 
Speakers before the November meeting of the society were 
Drs. Chalmers H. Moore, Birmingham, on “The Scope of 
Neurosurgery,” and John H. Ferguson, University, “The Auto- 
nomic Control of Gastric Function.” The annual homecom- 
ing meeting of the Talladega County Medical Society was 
addressed, December 11, by Drs. H. Earle Conwell, Birming- 
ham, on “Fracture Problems” and Frederick W. Wilkerson, 
Montgomery, “Nervous Indigestion.” Dr. Wilmot S. Little- 
john, Birmingham, addressed the Walker County Medical 
Society, November 9, on “Pituitary Tumors.” 


DISTRICT OF COLUMBIA 


District Society Meetings.—The meeting of the Medical 
Society of the District of Columbia, January 9, was a joint 
one with the Washington Urological Society; speakers were 
Drs. Charles C. Higgins, Cleveland, and Linwood D. Keyser, 
Roanoke, Va., on “Experimental and Practical Clinical Obser- 
vations on Urinary Lithiasis.” The society will be addressed, 
January 16, by Drs. Charles A. Schutz, on “Evaporated Milk 
and the Child Welfare Infant”; Harry F. Dowling, “Rapid 
Diagnosis and Serum Treatment of Lobar Pneumonia,” and 
William Cabell Moore, “Industrial Medicine and Medical 
Ethics.” January 23 the program will be presented by Drs. 
George L. Weller Jr., on “Early Clinical Recognition of Adre- 
nal Insufficiency Resulting from Partial or Total Atrophy oi 
the Adrenal Glands”; James Alexander Lyon and Edmund 
Horgan, “A Further Report on the Dissociation of the Thyroid 
from the Sympathetic Nervous System and Reduction of the 
Blood Supply to the Thyroid in the Treatment of Angina Pec- 
toris,” and Harry S. Bernton, “Hygiene of Hay Fever.” 


FLORIDA 


Personal.—The Edward C. DeSaussure Post number 9, 
American Legion, department of Florida, recently presented its 
medal for outstanding and distinguished service to the com- 
munity during 1934 to Dr. Frank L. Fort, Jacksonville. 
Dr. Fort has served the crippled children of the state for ten 
years, first for the state board of health and more recently for 
the Florida Crippled Children’s Commission. 


Society News.—A recent meeting of the Florida Midland 
Medical Society was addressed at Bartow, among others, by 
Drs. James L. Estes, Tampa, on “Surgical Accidents Occurring 
in the Urinary Tract Following Operation,” and Jack Halton, 
Tampa, “Anal Pruritus—Significance of Cryptitis, Papillitis and 
Other Rectal Pathology.”.——Dr. Arthur R. Knauf, Tampa, 
discussed treatment of the enlarged prostate before the De Soto- 
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Hardee-Highlands Counties Medical Society recently. The 
Lake County Medical Society was recently addressed in 
Tavares by Dr. Lonnie W. Grove, Atlanta, on “Surgical 
Aspects of the Gallbladder and Results of Eighty-Four Opera- 
tions.” At a meeting of the Pasco-Hernando-Citrus County 
Medical Society, November 8, in Dade City, Dr. Shuler H. 
Etheredge, Tampa, spoke on “General Edema and Chronic 
Nephritis.” 








GEORGIA 


Supervisor for Emergency Relief Appointed.—Dr. Mar- 
vin F. Haygood, superintendent of the tuberculosis sanatorium 
at Alto, has been granted an indefinite leave of absence to 
become medical supervisor for the federal emergency relief 
administration in Georgia. 


New Buildings at Georgia Warm Springs.—Dr. LeRoy 
W. Hubbard, director of extension, Georgia Warm Springs 
Foundation, states that the buildings erected recently at the 
foundation were not financed by funds subscribed at charity 
balls in honor of the President’s birthday. They were erected 
by contributions of material and money obtained from many 
sources by Messrs. Hegeman and Harris, New York builders, 
who gave their services and those of their staff. They pre- 
sented the buildings to the foundation through the President on 
Thanksgiving Day. The news item in THE JouRNAL, Decem- 
ber 22, page 1954, was based on a report in the New York 
limes, November 28. According to Dr. Hubbard, a portion of 
the money raised through the birthday balls in 1934 was set 
aside to be drawn on for buildings as the need developed, but 
this fund is still intact. 


ILLINOIS 


Influenza in Veterans’ Hospital.—JIt is reported that 
quarantine was ordered at the Veterans’ Administration Facility 
in Hines, December 29, following an outbreak of influenza. 
One hundred patients were said to be ill with the disease. 

A Year Without Ophthalmia Neonatorum.—For the first 
time in the history of Illinois, no cases of ophthalmia neonatorum 
were reported during the year ended July 1, 1934, according to 
the Chicago Tribune. The enactment of the law in 1933 pro- 
viding for the use of silver nitrate solution in an infant’s eyes 
immediately following its birth is credited with this result. 


Chicago 
Hospital Editor Dies.— Matthew O. Foley, for fifteen 
years managing editor of Hospital Management, a monthly 
journal, died at his home, January 4, of heart disease. 
Mr. Foley was 45 years old. 


Physician Sentenced.—Dr. Lou E. Davis was sentenced 
to fourteen years in the women’s prison at Dwight, IIl., Decem- 
ber 6, by Judge Grover C. Niemeyer in the criminal court. 
Dr. Davis was found guilty, November 27, on a charge of 
having performed an illegal operation. 

University News.—The Beaumont Foundation, Cleveland, 
has made a grant to the University of Chicago for the support 
of research by Dr. Julius M. Rogoff on the suprarenal and 
other endocrine glands. Dr. Rogoff was formerly associate 
professor of experimental medicine at Western Reserve Uni- 
versity School of Medicine, Cleveland. 


Dr. Fraenkel Gives Bacon Lectures.—Dr. Ludwig 
Fraenkel, professor and head of the department of gynecology 
and obstetrics, University of Breslau, Germany, will deliver 
the fifth series of Charles Sumner Bacon Lectures, sponsored 
by the University of Illinois College of Medicine. The titles 
of the lectures and the dates are: 

Recent Advances in Gynecologic Endocrinology, January 16. 


Practical Application of the New Knowledge of Hormones, January 17. 
Origin, Migration and Elimination of Uterine Myomas, January 18. 


Program on Cerebral Infections.—A symposium on cere- 
bral infections will be presented before the Chicago Medical 
Society, January 16, by members of the faculty of Loyola Uni- 
versity School of Medicine. Dr. Francis J. Gerty, professor 
and director of the division of neurology and psychiatry, will 
discuss the diagnosis; Dr. Victor E. Gonda, clinical professor 
in the division, medical management, and Dr. Harold C. Voris, 
associate clinical professor of surgery, surgical management. 
Overweight was the theme of a lay educational program spon- 
sored by the society, January 9; speakers were Drs. Samuel 
Soskin, director of metabolic research, Michael Reese Hospital, 
on “A Common Sense View of Overweight,” and George A. 
Harrop, associate professor of medicine, Johns Hopkins Uni- 
versity School of Medicine, Baltimore, “Treatment of Over- 
weight.” A dinner preceded the meeting. 
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Society News.—Speakers before the Chicago Surgical 
Society, January 4, included Drs. Ralph A. Kordenat on “The 
Relation of Anemia to Surgical Disease of the Gallbladder,” 
and Charles F. Sawyer, “Factors Influencing Mortality in 
Appendicitis.” At a meeting of the Chicago Council of 
Medical Women, January 4, Helen Koch, Ph.D., associate pro- 
fessor of child psychology, department of home economics, Uni- 
versity of Chicago, spoke on “The Nursery School and the 
Mental and Physical Health of Young Children,” and Ethel 
Kawin, psychologist of the laboratory schools of the University 
of Chicago, “Psychologic Problems Arising from Physical 
Illnesses in Children.’——Dr. Irving I. Muskat discussed 
“Tuberculosis of the Middle Ear in Pulmonary Tuberculosis,” 
among other speakers, before the Chicago Laryngological and 
Otological Society, January 7——A joint meeting of the Chi- 
cago Orthopedic Society and the Chicago Roentgen Society 
was addressed, January 10, by Drs. Edward L. Jenkinson on 
“Bone Lesions” and Dallas B. Phemister on “Pathology and 
Diagnosis of Tuberculous Arthritis.” Dr. Otto Saphir, 
among others, will address the Chicago Pathological Society, 
January 14, on “Anomalies of the Circle of Willis and Result- 
ing Vascular Disturbances of the Brain.” Speakers before 
the Chicago Club for the Study of Arthritis, January 9, were 
Drs. Isadore Pilot on “Pathology of Gout” and Edwin P. 
Jordan, “Clinical Aspects and Relation to Chronic Arthritis.” 
Dr. Emil G. Vrtiak gave a demonstration of slides and patients. 


INDIANA 


Anonymous Gift for Nutrition Camp.—The Marion 
County Tuberculosis Association has been given an anonymous 
donation of $50,000 to aid in the enlargement and maintenance 
of its Nutrition Camp for Sick Children near Bridgeport. The 
association established the camp in 1928 with accommodations 
for thirty children, but since that time expansion has been 











-retarded because of insufficient funds. The camp is considered 


a training school for development of health habits in children. 
When children return to their homes, nurses of the associa- 
tion remain in constant touch with their families to help revise 
the child’s health program. 

Secretaries’ Conference.—The annual secretaries’ confer- 
ence of the Indiana State Medical Association will be held at 
the Indianapolis Athletic Club, Indianapolis, January 27. 
Speakers will include the following : 

William J. Burns, executive secretary, Wayne County Medical Society, 

Detroit, on the society’s demonstration. : : 
Dr. Claude B. Paynter, Salem, Care of the Indigent Sick. : 
Dr. Elias H. Brubaker, Flora, Programs for the Average Sized Medical 
Society. 

Dr. Orville M. Graves, Princeton, Relationship of the Medical Society 
to Social Workers and Nurses. é 
Dr. Joseph L. Allen, Greenfield, Cooperation of Doctors and Dentists 
in County Society Organization Work. 2 
Dr. Walter L. Bierring, Des Moines, Iowa, President, American 

Medical Association, Work of the Medical Advisory Group of the 
President’s Committee on Economic Security. ; 
Dr. Willis D. Gatch, dean, Indiana University School of Medicine, 
Indianapolis, Comments on Indiana Division of Public Health Set-Up. 
Albert G. Milbank, chairman, board of directors, Milbank Memorial 
Fund, New York, Relationship of the Milbank Memorial Fund to 
the Field of Health and the Medical Profession. 

Dr. Samuel T. Miller, Elkhart, Public Health Educational Work by 

the Medical Society. 
Dr. Oliver J. Fay, chairman, board of trustees, Iowa State Medical 
Society, Essentials of Medical Progress. 

Dr. Eldridge M. Shanklin, Hammond, editor of the Journal of the 
Indiana State Medical Association, The Journal and the County 
Medical Society. 


KENTUCKY 


Society News.—Dr. Eric M. Matsner, New York, will 
address the Jefferson County Medical Society, Louisville, 
January 21, on “Medical Aspects of Birth Control.” 
Dr. Harvey J. Howard, St. Louis, addressed the Louisville 
Eye and Ear Society, January 10, on “Practice of Modern 
Medicine in the Field of Ophthalmology.”-——Dr. William O. 
Johnson will present a paper on “The Thyroid in Pregnancy” 
at a meeting of the Louisville Obstetrical and Gynecological 
Society, January 28. 





MARYLAND 


Dr. Ledingham Gives Herter Lectures.— Dr. John 
Charles Grant Ledingham, director, Lister Institute, London, 
England, delivered the twenty-second course of lectures under 
the Herter Foundation, December 5-7, at Johns Hopkins Uni- 
versity School of Medicine, Baltimore. Under the general title 
“Studies on Virus Problems,” Dr. Ledingham’s lectures were 
“Tissue and Cell Affinities of Viruses and Reactions of the 
Host”; “Cultivation Methods: The Development of Antibodies, 
in Particular, the Antiviral Body,” and “The Elementary Bodies 
in Virus Infections and the Filterable Avian Tumors and 
Their Etiological Significance: The Outlook for the Future.” 
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De Lamar Lectures.—The next lecture in the series of 
De Lamar Lectures at Johns Hopkins University School of 
Medicine, Baltimore, will be given, January 15, by Dr. Leslie 
T. Webster of the Rockefeller Institute for Medical Research. 
His subject will be “Host Response to Infectious Agents.” 
Other speakers will be: 

Harrison P. Eddy, S.B., civil engineer, Boston, February 19, Municipal 

Sanitation and the Public Health. 

Dr. Frederic Maurice McPhedran of the Henry Phipps Institute, Uni- 
versity of Pennsylvania, Philadelphia, March 19, The Pathogenesis 
of Tuberculosis in Relation to Its Public Health Economics. 

Richard E. Scammon, Ph.D., dean of medical sciences, University of 
Minnesota, Minneapolis, early in April, The Effect of Plague on 
Western Europe. 

The series opened, November 20, when Dr. James Angus 
Doull, professor of hygiene and public health, Western Reserve 
University School of Medicine, discussed “The Epidemiology 
of Leprosy with Particular Reference to a Recent Study in 
the Philippines.” Alfred J. Lotka, D.Sc., general supervisor, 
statistical bureau, Metropolitan Life Insurance Company, spoke, 
December 4, on “The Adventure of Life.” 


MASSACHUSETTS 


Bill Introduced.—S. 52 proposes to accord liens to physi- 
cians and hospitals treating or caring for persons injured 
through the negligence of another, on all rights of action, 
claims, settlements, compromises or judgments accruing to the 
injured persons by reason of their injuries. 


Personal.—Dr. John Francis Curtin, North Abington, has 
been named medical examiner of the second Plymouth district, 
and Dr. William J. Pelletier, Turners Falls, associate medical 
examiner, eastern Franklin district.—— Dr. Conrad Wessel- 
hoeft, Boston, was recently awarded the oak-leaf cluster for 
the Distinguished Service Cross, “for extraordinary heroism in 
ore during the Aisne-Marne Offensive, France, July 18-26, 
9 ey 


Psychiatric Internships. — The Worcester State Hospital 
announces six psychiatric internships of twelve months to begin 
July 1. Registration must be made before March 1 and the 
examination will be held March 15 at the hospital. In addi- 


tion to a rotating service in medical and surgical wards, organ- 
ized instruction in the following courses will be offered: 
clinical psychiatry, psychoanalysis, administrative psychiatry, 
biopsychiatry, juvenile psychiatry, psychiatric social service, 
neuropathology, fever therapy, endocrines in psychiatry, research 


methodology, psychometrics in psychiatry, and biometrics. The 
hospital provides maintenance. Unmarried graduates of class A 
medical schools who have completed an accredited internship in 
medicine are eligible. Applications should be addressed to the 
director of clinical psychiatry at Worcester State Hospital, 
Worcester, Mass. 


Society News.—At a meeting of the Massachusetts Psy- 
chiatric Society, December 14, a symposium on experimental 
studies of the heart rate was presented by Drs. Moses Ralph 
Kaufman, Cambridge, Jackson M. Thomas and John C. White- 
horn, both of Belmont.——Speakers before the Worcester Dis- 
trict Medical Society, December 12, included Drs. Andrew E. 
O’Connell on “Excretory Urography” and William E. Murphy, 
“Cancer of the Larynx.” Dr. Donald S. King, Boston, 
addressed the New England Roentgen Ray Society, December 
21, on “The Lateral X-Ray Film in the Diagnosis of Pathology 
in the Region of the Middle Lobe.’——Mr. James F. Ballard, 
director of the Boston Medical Library, discussed medieval 
and Renaissance textual manuscripts and early printed books 
before 1600 A. D. before the Boston Medical History Club, 
December 17.——The Brookfield Medical Club was addressed, 
December 19, by Dr. Samuel H. Epstein, Boston, on “Treat- 
ment of General Paresis with Tryparsamide.”——-Dr. Frank R. 
Ober, Boston, addressed the New England Physical Therapy 
Society, December 19, on “Relation of Muscle Atrophy to 
Joint Injury and the Value of Physical Therapy in This Con- 
dition.”——-Among others, Dr. Henry M. Emmons, Boston, 
spoke before the New England Ophthalmological Society, 
December 18, on “Development of the Organ of Vision from 
Its Lowest Form Up to the Eye of the Primates.” 


NEW YORK 


Eight Years Under the Medical Practice Act.—During 
the period from 1926, when the present medical practice act 
went into effect, to July 1934, the state education department 
investigated 3,395 complaints of illegal practice, according to 
Dr. Harold Rypins, secretary of the state board of medical 
examiners. In 1,345 cases it was shown that there was no 
cause for action and in 1,488 cases the violations were stopped 
without prosecution. Among the 562 prosecutions, 473 con- 
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victions were obtained, 84 per cent. Thirty-six cases resulted 
in acquittals, forty-one were withdrawn and twelve are pending 
trial. In the past six years the Medical Grievance Committee 
has considered 397 complaints against licensed physicians. (Of 
this number 355 were disposed of by the committee; twenty- 
six were referred to the board of regents. Of the latter, the 
board revoked eleven licenses and suspended six. Formal cen- 
sure was ordered in eight cases and one was dismissed. Six- 
teen are pending. 


New York City 


Appointments at New York University.—The Council 
of New York University and Bellevue Hospital Medical 
College has recently announced the following appointments : 

Dr. Sigmund A. Agatston, assistant clinical professor of ophthalmology. 

Dr. James Burns Amberson Jr., assistant professor of clinical medicine. 

Dr. Carter N. Colbert, clinical professor of psychiatry. 

Dr. Edward B. Gresser, assistant professor of ophthalmology. 

Dr. James Swift Hanley, assistant clinical professor of otorhinolaryn- 
gology. 

Dr. Emery A. Rovenstine, assistant professor of surgery. 

Harvey Lectures.—The fourth Harvey Lecture of the year 
will be given by Alfred N. Richards, Ph.D., professor of phar- 
macology, University of Pennsylvania School of Medicine, 
Philadelphia, January 17, at the New York Academy of Medi- 
cine, on “Processes of Urine Formation in the Amphibian 
Kidney.” The fifth lecture will be delivered by Dr. Edward 
C. Dodds, director of the Courtauld Institute of Biochemistry, 
the Middlesex Hospital, London, February 2, on “Specificity in 
Relation to Hormone and Other Biologic Reactions.” 


Society News.—Dr. Allan Roy Dafoe, Callander, Ont., 
delivered a public lecture on the Dionne quintuplets at Carnegie 
Hall, December 10.——Speakers at a meeting of the New York 
Neurological Society with the section on neurology and psy- 
chiatry of the New York Academy of Medicine, January 8, 
were Drs. Ade T. Milhorat and Harold G. Wolff, on “Creatine 
Metabolism in Muscle Disease”; Carlyle F. Jacobsen, Ph.D., 
New Haven, Conn., “Experimental Analysis of the Functions 
of the Frontal Association Areas in Primates,” and Dr. Gregory 
Zilboorg, “Sidelights in the Psychology of Murder.”——The 
eighth afternoon lecture of the New York Academy of Medicine 
was given, January 4, by Dr. Israel Strauss on “Recognition 
of Early Symptoms of Brain Tumors.” The ninth was pre- 
sented by Dr. Josephine B. Neal, January 11, on “Diagnosis and 
Treatment of Meningitis” and the tenth will be by Dr. James 
Ewing, January 18, on “Relationship of Trauma to Malignancy.” 
— Drs. Francis C. Grant, Philadelphia, and Eli Jefferson 
Browder, Brooklyn, addressed the Medical Society of the 
County of Kings, December 18, on “Surgical Relief of Pain” 
and “The Syndrome of the So-Called Pulmonary Sulcus 
Tumors,” respectively——Dr. Joseph C. Doane, Philadelphia, 
addressed the National Society for the Advancement of Gastro- 
Enterology, December 26, on “The Effect of Feeding of Acid 
and Base Foods on the Reaction of Bodily Secretions and 
Excretions.’———Drs. Morris Fishbein, Chicago, editor of Tuer 
JourNaL, and Willard C. Rappleye, dean of Columbia Univer- 
sity College of Physicians and Surgeons, addressed the Harlem 
Medical Association, January 2, on “Economic Security and 
Medical Care” and “Recent Trends in Medical Education,” 
respectively. 

New Records in Health.—Despite the unfavorable influ- 
ences of the economic depression, New York City established 
several new records in health during 1934. The general death 
rate was 10.15 per thousand of population, the lowest in the 
history of the city; the actual number of deaths was 75,857. 
The greatest number of deaths (30,948) occurred in the group 
of diseases of the heart, arteries and kidneys, including cere- 
bral hemorrhage. Tuberculosis, which has steadily decreased 
in the last ten years, caused 3,950 deaths, a rate of 52.85 per 
hundred thousand. This result, a new low point, was attributed 
to efficient organization of relief and to intensified control 
activities, such as improved x-ray equipment, extension of 
facilities for pneumothorax treatment, and better follow up of 
cases. The pneumonia death rate in 1934 was the lowest on 
record, but this was partly attributed to the low prevalence of 
measles and the absence of an influenza epidemic. Fewer cases 
of diphtheria were reported to the health department than in 
1933, but deaths increased from 86 to 103, indicating a more 
severe type of the disease, according to the report. The death 
rate from whooping cough declined from 25.7 in 1933 to 21.99 
per hundred thousand of population under 5 years of age in 
1934. Only 76 cases of poliomyelitis were reported, with 12 
deaths. There were 44 deaths from typhoid, a rate of 0.59 
per hundred thousand of population, new low records. The 
cancer death rate has again increased, being 127.1 as compared 
with 121.6 in 1933. The health department has endeavored to 
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focus attention on diabetes as a health problem but, as it is 
not a reportable disease, figures on its prevalence are not 
available. The registered death rate rose in 1934 to 30.3 from 
29.1 in 1933, but this is believed to be due to the aging of the 
city’s population and to more frequent recognition of the dis- 
ease. Appendicitis mortality was lower than at any time in 
the last five years, 13.45 as compared with 15.64 in 1934 and 
16.32 in 1931. The death rate from automobile accidents 
declined from 15.45 in 1933 to 15.28 in 1934; the rate in 1930 
was 18.53. The suicide death rate, which began to increase 
in 1929, reached its highest point (22.1) in 1932 and in 1934 
decreased to 16.43. The infant mortality rate in 1934 was 
52.22 per thousand births, a reduction from 1933, but not so 
low as the 1932 rate, 50.91. The birth rate continued to drop, 
being 13.55 per thousand of population in comparison with 
17.64 in 1930. During the past year the department has desig- 
nated certain “sore spots” on which it is concentrating its 
activity in an effort to improve health conditions that are 
vastly worse than those in the city as a whole. These areas 
are Central Harlem, the lower West Side, Red Hook-Gawanus 
and Williamsburg-Greenpoint. 


OKLAHOMA 


Society News.—Drs. William C. Burgess, Ringling, and 
Lisby L. Wade, Ryan, addressed the Jefferson County Medical 
Society, Waurika, November 5, on rheumatic fever and 
urinalysis, respectively——-Among speakers at a meeting of 
the Southeastern Oklahoma Medical Association at McAlester, 
December 6, were Drs. Daniel E. Little, Eufaula, on “Intra- 
yenous Administration of Hydrochloric Acid”; John H. Veazey, 
Madill, “Typhoid Fever in Children,” and Leonard S. Willour, 
McAlester, “Skeletal Traction in Fractures of the Thigh and 
Leg.” At a meeting of the Southern Oklahoma Medical 
Association, Ardmore, December 4, speakers included Drs. 
Alfred I. Folsom, Dallas, on transurethral prostatectomy ; 
Darrell G. Duncan, Oklahoma City, dermatologic manifesta- 
tions of syphilis, and James Floyd Moorman, Oklahoma City, 
tuberculosis. Drs. Coble D. Strother, Sherman, Texas, and 
Raymond L. Murdoch, Oklahoma City, addressed the Bryan 
County Medical Society, Durant, November 12, on “Useful 
Drugs in the Treatment of Heart Disease” and “Common 
Anorectal Diseases,” respectively———Drs. Hugh G. Jeter and 
Lewis J. Moorman, Oklahoma City, were speakers before the 
Okfuskee-Okmulgee County Medical Societies, Okemah, 
November 19, on anemia and diseases of the chest, respectively. 


PENNSYLVANIA 


Physician Appointed State Secretary of Welfare.— 
Dr. James Evans Scheehle, Llanerch, has been appointed 
secretary of welfare in the cabinet of the incoming governor. 
Dr. Scheehle, who was graduated from the Medico-Chirurgical 
College of Philadelphia in 1906, has recently been coroner of 
Delaware County. 


Society News.—Drs. Holbert J. Nixon, Uniontown, and 
Chester B. Johnson, Allison, addressed the Fayette County Medi- 
cal Society, Uniontown, January 3, on “Hyperchromic and Hypo- 
chromic Anemias of Pregnancy” and “Ergot in Pneumonia,” 
respectively ——Dr. Floyd E. Keene, Philadelphia, addressed 
the Harrisburg Academy of Medicine, December 18, on “Present 
Status of Glandular Secretions and Therapy.”——The Pennsyl- 
vania Tuberculosis Society will hold its annual meeting in 
Pittsburgh, February 19-20, in conjunction with the annual 
session of the Pennsylvania Conference for Social Welfare. 


Philadelphia 


Seminars on Nutrition—The January series of post- 
graduate seminars sponsored by the Philadelphia County Medi- 
cal Society includes the following program: 

January 4, Dr. Jacob Earl Thomas, The Physiology of Digestion. 

January 11, Elmer V. McCollum, Ph.D., Baltimore, The Vitamins. 

January 18, Dr. Rufus S. Reeves, Important Scientific Factors in the 
Production of the Balanced Diet. 

January 25, Dr. Maurice B. Strauss, Boston, The Réle of Faulty 
Assimilation in the Production of Anemia Including Postoperative 
and Malignant Lesions as Possible Factors. 

Patents on Medical Discoveries Prohibited.—The Uni- 
versity of Pennsylvania recently announced the adoption of a 
policy prohibiting the patenting for profit by any one connected 
with it of any invention or discovery affecting the public 
health. Neither the university nor any one in its employ will 
be permitted to patent new drugs, processes or apparatus 
invented or discovered that are intended for medical or surgical 
use. It has never been the practice of the university to patent 
such discoveries, but there has never before been a definite 
ruling against it. 
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Pittsburgh 
Personal.—Roswell H. Johnson, M.S., formerly of the 
University of Pittsburgh, has been appointed social hygienist in 
the Palama Settlement, Honolulu, and part time professor in 
the University of Hawaii. He will give courses in social 
hygiene and eugenics. 


Course in Public Speaking for Physicians.—The Alle- 
gheny County Medical Society is offering to its members a 
course in public speaking conducted by Wayland M. Parrish, 
Ph.D., professor of English at the University of Pittsburgh. 
Brief lectures are presented by the instructor on the principles 
of persuasive speaking, selection and organization of materials, 
their psychologic adaptations to audiences and their delivery. 
Members of the class make brief talks, with criticisms and 
suggestions by Professor Parrish. Sessions are held at the 
Pittsburgh Academy of Medicine, Tuesday and Friday after- 
noons. They began January 4 and will continue for ten sessions. 


SOUTH CAROLINA 


Graduate Courses in Obstetrics—The South Carolina 
Medical Association announces a series of courses in obstetrics 
for physicians of the state to be given during the coming year 
beginning in April, with Dr. James R. McCord, Atlanta, as the 
instructor. Each course will begin on Monday and run through 
Friday. The following dates and places have been chosen: 
Anderson, April 15; Spartanburg, June 24; Columbia, July 8; 
Orangeburg, July 22; Florence, August 12; Kingstree, August 
26, and Charleston, September 9. The course is part of a cam- 
paign to reduce maternal mortality in the state, according to the 
Journal of the South Carolina Medical Association. 


Society News.—Drs. Alfred R. Shands Jr., and Fred M. 
Hanes, Durham, N. C., among others, addressed the Pee Dee 
Medical Association at its annual meeting in Florence, Decem- 
ber 5, on arthritis and therapeutics, respectively ——Speakers 
at a meeting of the Fifth District Medical Society in Chester, 
November 20, included Drs. Robert Wilson, Charleston, on 
“Hypertensive Heart Disease’; Henry L. Sloan, Charlotte, 
N. C., “Recent Advances in Ophthalmology,” and William 
Weston, Columbia, “Rheumatic Fever in Children.” 
Dr. Hugh P. Smith, Greenville, presented a motion picture on 
electrocardiography at a meeting of the Greenwood County 
Medical Society, Greenwood, in December. 


VIRGINIA 


Special Course at University.—The department of medi- 
cine of the University of Virginia in cooperation with the 
Virginia Society of Otolaryngology and Ophthalmology held a 
special course in those subjects December 5-8. Those who 
assisted in conducting the course were Drs. John M. Wheeler, 
Conrad Berens, John H. Dunnington, Ebenezer Ross Faulkner, 
John R. Page and Mr. Edgar B. Burchell, all of New York; 
and Dr. George M. Coates, Philadelphia. Of the university staff 
the following gave lectures or conducted clinics: Drs. Fletcher 
D. Woodward, Vincent W. Archer, Oscar Swineford Jr., 
Halstead S. Hedges and Edwin W. Burton. 


Society News.—At a meeting of the Postgraduate Medical 
Society of Southern Virginia in Clarksville, November 20, 
speakers included Drs. John Shelton Horsley, Richmond, on 
“Cancer of the Stomach”; James Edwin Wood Jr., University, 
“Treatment of Congestive Heart Failure (Old Methods and 
New Modifications), and J. Bolling Jones, Petersburg, “Impor- 
tance of Early X-Ray Studies of the Urinary Tract in Pyelitis 
of Pregnancy.”"——-Drs. Lemuel R. Broome, Catawba Sana- 
torium, and John E. Gardner, Roanoke, addressed the Roanoke 
Academy of Medicine, November 5, on “Collapse Therapy of 
Tuberculosis” and “Thrombosis of the Left Auricle,” 
respectively. 





WASHINGTON 


Society News.—Dr. Vernal G. Bachman, Pasco, presented 
a paper on medical economics before the Klickitat-Skamania 
Counties Medical Society, recently; among other speakers, 
Dr. William R. Frazier, Portland, Ore., discussed “Modern 
Technic in Home Delivery.” Dr. Winfred H. Bueermann, 
Portland, Ore., addressed the Lewis County Medical Society, 
Chehalis, November 12, on cancer——Drs. Thomas M. Joyce 
and Noble W. Jones, Portland, addressed the Cowlitz County 
Medical Society, Longview, November 13, on “Cancer of the 
Breast and Various Complications of the Disease” and “Dis- 
eases of the Heart,” respectively———Drs. James Howard 
Manning and Julius A. Weber, Seattle, presented papers before 
the Walla Walla Valley Medical Society, Walla Walla, 
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November 8, on “Recent Developments in Treating Diseases of 
the Rectum” and “Use of the Bronchoscope in Diagnosis and 
Management of Lung Conditions,” respectively ——Speakers at 
a meeting of the Yakima County Medical Society, Yakima, 
November 12, were Drs. Milton B. Steines and Leo S. Lucas, 
Portland, on “Eye Injuries” and “Early and Late Treatment 
of Poliomyelitis,” respectively. Dr. Charles E. Sears, Port- 
land, Ore., presented an address on jaundice at a meeting of 
the Spokane County Medical Society, Spokane, November 8, 
and Dr. Joseph E. Bittner Jr., Yakima, demonstrated a device 
for treating fractures of the forearm and leg. Dr. Bernard 
Myers, London, addressed a special meeting of the Seattle 
Pediatric Society, December 1, on infant feeding. 


GENERAL 


License Stolen.— Dr. Woodie Dozier McCune, Chicago, 
reports that his license to practice medicine in Illinois was 
taken from his office about December 21. The license, num- 
ber 14910, was issued Aug. 22, 1922. 


Urologic Congress.—Members of the faculties of medical 
schools and of special societies in the United States are invited 
to attend a congress on urology under the sponsorship of the 
Brazilian Society of Urology in Rio de Janeiro, January 21-26. 
Official subjects of discussion will be: problems of tropical 
urology, endoscopic surgery of the prostate, social importance 
of infections of the masculine genitalia, and renal insufficiency 
in urinary surgery. The invitation was offered through the 
Brazilian ambassador to the United States. 

Physicians Elected to Legislative Bodies.—Northwest 
Medicine reports that several physicians were sent to the legis- 
latures of the three states it represents. In Oregon Drs. James 
A. Best, Pendleton; Clyde T. Hockett, Enterprise, and Jacob 
F. Hosch, Bend, were elected. In Washington, Dr. Dale O. 
Nugent, Centralia, is a holdover member of the senate and 
Drs. Robert D. Wiswall, Vancouver; Delmar F. Bice, Yakima, 
and Ulric S. Ford, Forks, were elected. In Idaho three were 
reelected: Drs. Owen T. Stratton, Salmon; Dailey C. Ray, 
Pocatello, and Mary A. Callaway, Boise. 


Interim Revision of Pharmacopeia.—E. Fullerton Cook, 
Ph.M., Philadelphia, chairman of the U. S. Pharmacopeia Com- 
mittee of Revision, announces the third interim revision, which 
will become official and enforceable May 1. The announce- 
ment primarily covers modifications in the assay for ergot and 
the fluidextract of ergot, replacing interim revision No. 1, 
issued Jan. 1, 1934. Since that time it has been found desirable 
to adopt the alkaloidal salt ergotoxine ethar :sulfonate as the 
official ergot standard. For the purpose of assuring uniformity, 
the U. S. P. board of trustees has arranged for the packaging in 
ampules, under nitrogen, of a standardized lot of the salt, which 
may be obtained from the chairman, Forty-Third Street and 
Woodland Avenue, Philadelphia. Any one who wishes a copy 
of the revision announcement may obtain it from the same 
address by sending 10 cents to cover the cost of printing and 
distribution. 

Society News.—Dr. Reginald H. Jackson, Madison, Wis., 
was elected president of the Western Surgical Association at 
its annual meeting in St. Louis, December 7-8. Dr. Fred W. 
3ailey, St. Louis, was elected vice president, and Dr. Albert 
H. Montgomery, Chicago, secretary. The 1935 meeting will 
be held in Rochester, Minn. Dr. Stanhope Bayne-Jones, 
New Haven, Conn., was elected vice president for the section 
on medical sciences of the American Association for the 
Advancement of Science at its midwinter meeting in Pitts- 
burgh, December 27-January 2. Karl T. Compton, Ph.D., 
president of Massachusetts Institute of Technology, Cambridge, 
was chosen president of the association. Dr. Maurice W. 
Samuels, Chicago, has been reelected president of the Hotel 
Physicians’ Association of America. Other officers are Drs. 
Lee H. Kiel, Chicago, secretary; Joseph D. Nagel, New York; 
Frank L. Williman, Washington, D. C.; William T. Harsha, 
Chicago; Daniel F. Mahoney, Boston, vice presidents. 
At the meeting of the Society of American Bacteriologists, 
December 27-29, in Chicago, Karl F. Meyer, Ph.D., Hooper 
Foundation for Medical Research, San Francisco, was elected 
president; Dr. Thomas M. Rivers of the Rockefeller Institute 
for Medical Research, New York, vice president, and Ira L. 
Baldwin, Ph.D., of the University of Wisconsin, secretary. 
The next annual meeting will be held in New York.——The 
American Birth Control League will hold its annual meeting 
in Chicago, January 16-17, at the Palmer House. An evening 
conference of physicians will be held Tuesday, with Dr. Fred 
L. Adair, Chicago, as the presiding officer. Speakers will be 
Drs. Alexander M. Campbell, Grand Rapids, Mich.; Charles 
Sumner Bacon, Irving F. Stein and Rachelle S. Yarros, Chi- 
cago, and Eric M. Matsner, New York. 
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LETTERS 


Foreign Letters 


LONDON 
(From Our Regular Correspondent) 

Dec. 17, 1934. 

Osteopaths Again Attempt to Obtain Recognition 
The failure of the attempts of osteopaths to obtain registra- 
tion and therefore state recognition has been reported in previous 
letters. Their latest attempt has thus far been more success- 
ful. In the house of lords, Viscount Elibank moved the second 
reading of the bill for the registration and regulation of osteo- 
The mover said that osteopathy was a system of heal- 
Osteopaths 


paths. 
ing which largely dispensed with the use of drugs. 
claimed to treat disease on the principle that most diseases had 
their origin in some maladjustment of the body framework. 
The osteopath did not believe that drugs effected a cure but 
that the body itself, when it functioned properly, would effect 
its own remedy for disease. He said that the laws regulating 
medical practice should not allow any unreasonable obstacle to 
lie in the way of the development of this school of thought. 
Osteopaths did not ask to be admitted to the medical profession; 
they asked to be admitted to an osteopaths’ register and that 
only qualified osteopaths should be registered. The purpose of 
the bill, he said, was to prevent the practice of osteopathy by 
those who were not qualified. 

Lord Moynihan moved the rejection of the bill. He said 
that it involved negation of all the principles embodied in the 
medical act of 1858. That act enabled every one to discriminate 
between those who had and those who had not passed through 
the medical curriculum, between the qualified and the unqualified 
practitioner. The act was inspired by a desire to protect the 
public against dangerous people who had undergone no medical 
training in those fundamental sciences on which medicine was 
based. The bill would set aside all the defenses erected for 
the protection of the public. If one particular theory of medi- 
cine was guaranteed recognition, it would not be long before 
other cults would make appeals for it. Acceptance of the bill 
would hold up to obloquy the whole of the scientific basis of 
medicine today. Osteopathy had no connection with the main 
stem of scientific medicine. Medicine and osteopathy did not run 
on parallel lines. They were not complementary to each other 
but in direct opposition. This bill would create two standards 
of entry into the medical profession. If osteopaths were at 
last recognizing that a formal medical training was necessary, 
there was nothing to prevent them from passing through the 
medical curriculum. The bill was an endeavor to destroy the 
unity of medicine and to force on the public, which was unaware 
of the danger, a spurious science that set aside the accumulated 
wisdom and the expert practice of centuries. 

Lord Dawson, president of the Royal College of Physicians, 
said that the bill raised an important question of principle. 
Certain callings by long custom or statute had a prescribed 
course of training laid down. Examples were the law, the 
master mariner and medicine. Supposing a body of persons 
said that they wanted to train persons for the law or as captains 
in Atlantic liners and would do it in their own way, without 
reference to the existing system; their request would receive 
an emphatic negative. Why should there be any difference in 
the case of medicine, which had a grave responsibility for human 
life? There was complete liberty of thought in the medical 
profession. Many physicians who had been trained for the 
medical profession practiced osteopathy. The profession said 
that the osteopaths must go through the medical training and 
then they would be free to do what they liked. There must 
be a preliminary nonvocational training to make the trained 
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FOREIGN 


mind. Only when the medical schools were satisfied with the 
basic training of the students were they permitted to enter on 
the vocational part of their training. For five years the medical 
student had to* live laborious days, and the majority required 
further training afterward. Diagnosis was the keystone of the 
arch of medical training. There could be no giving way on 
the essential point that knowledge of diagnosis must precede 
the power to treat. The bill would give a short cut to a body 
of people who wanted the status of physicians. If that kind 
of training should be allowed to displace the scientific training 
which could be built up only by years of experience, if any 
short cut or back door entrance should be allowed, the whole 
fabric of the efficiency of the healing art would be brought 
down from the level it had taken years to build up. Physicians 
were prepared to treat osteopaths as co-workers but not to 
give them equality of status in the science of medicine, for which 
they did not have the proper training. For osteopathy to have 
the status of medicine without the training in pathology would 
be a public danger. The danger of uncontrolled and unguarded 
crafts was that they began well and in their own sphere did 
admirably but grew like a snowball, and one did not hear of 
the infinite damage they did. Osteopathy could be a perfect 
terror and a tragedy, as he himself knew. 

Lord Hewart (lord chief justice) said that the bill would 
allow an osteopath to issue a death certificate and as a mere 
lawyer he was staggered at that proposal. For the government, 
Viscount Gage said that there was nothing today to prevent 
an osteopath from treating a patient and receiving a fee. A 
patient might have a complaint with which an osteopath was 
especially competent to deal, but if he had something more 
deep seated the osteopath might have no qualification for 
diagnosing it. If the bill became law the patient would be 
protected against the absolutely ignorant practitioner, but his 
complaint would still be diagnosed by somebody who possessed 
a good deal less than the minimum qualifications at present. In 
spite of the opposition of the government the motion for rejec- 
tion of the bill was negatived by 35 votes to 20 and the bill 
was read a second time. 

It must be remembered that in spite of the arguments of the 
ablest advocates in the profession and the opposition of the 
government, this success of the osteopaths was obtained in a 
very small house. The result means simply that the supporters 
of the bill were able to muster a larger number of votes than 
those who could be induced to attend to oppose it. The small 
number who supported the bill can be explained by the support 
that irregular practitioners always receive in this country, often 
from those in high social position, who seem as amenable to 
quackery as any class. The success or apparent success of treat- 
ment by osteopaths when orthodox treatment has failed is noised 
about and considered a crucial test. The cogent arguments as 
to the danger of recognizing an inferior order of medical prac- 
titioners were ignored and the opposition to the osteopaths’ 
proposal was represented as professional jealousy and not regard 
for the public welfare. 


The Locust Plague in South Africa 

The locust plague has been exceptionally severe all over 
South Africa this year. Trains from the north are being regu- 
larly delayed for from one to two hours. Locusts congregate, 
covering the rails to a depth of 6 inches, and as they are 
crushed they make the rails slippery and bring the train almost 
to a standstill. The government is pursuing an energetic 
poisoning campaign, but although the northwest has been almost 
cleared, little headway is being made in the midlands. The 
antilocust measures have their drawbacks. The standard method 
is spraying with sodium arsenite, but when the same area is 
sprayed again and again, to cope with fresh hordes, the grass 
becomes poisoned and cattle grazing on it die. Wild birds eat 
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the poisoned locusts and die, and as they are the farmer’s first 
line of defense against locust and other insect pests their destruc- 
tion is beginning to alarm both farmers and naturalists. 
Already locust swarms have penetrated within 100 miles of 
Capetown and it is possible—unless strong southeast winds 
spring up and blow them back—that they will reach the fruit 
and wine areas, with disastrous results. Provision has been 
made for two special poison-spraying trains to patrol the line 
between Bloemfontein and Naauwpoort. By the use of hose 
pipes the locusts are sprayed for some distance on each side 
of the line and innumerable swarms destroyed. At times for 
stretches of 9 miles hoppers moved in mass across the lines 
and for nine or ten hours daily the poison trains moved up and 
down these sections. In one section the hoppers were seen 
covering an area of 15 by 6 miles in one solid mass. 


Tetanus from Toy Pistols 


In an annotation in the Times on toy pistol tetanus, the 
statement was made that the conveying of the disease by the 
cartridges was an unproved hypothesis. Dr. James McIntosh 
of the Bland-Sutton Institute of pathology has therefore pointed 
out that some recent investigations carried out there show that 
the infection can be conveyed by the cartridge, the wad in par- 
ticular. Observations made on material from three cases of 
toy pistol tetanus showed that, in two, pathogenic strains of 
the bacillus of tetanus were present in the wad of the cartridge. 
In each instance pure cultures were ultimately isolated. In 
the last case pure cultures were obtained from five out of six 
cartridges taken at random from the box used by the patient. 
The infection is contained in the hairlike felt of the wad, as 
cartridges containing paper wads were never found infected with 
the bacillus, nor were the metal case or powder. 

Apparently the discharge of the pistol is the determining 
factor. When the pistol is fired there is a great tendency for 
a finger or part of the hand to come close to the hole in the 
top of the pistol through which the products of the explosion 
are discharged. When this happens a deep lacerated wound is 
produced, into which are driven particles of the infected wad. 
The necrotic material in such a wound is an ideal medium for 
the rapid growth of the bacillus. The lines along which mea- 
sures of protection should be taken are thus indicated. 


PARIS 
(From Our Regular Correspondent) 


Jan. 21, 1935. 
Hemorrhage as First Symptom of Latent Amebiasis 


The atypical types of amebic intestinal infection are beginning 
to attract more and more attention on the part of clinicians. 
Anglade and Rosenbach have just reported three cases, from 
an army hospital, of a clinical type of amebiasis that had pre- 
viously been reported by Rachet in 1927. This latent form of 
amebiasis presents as its first clinical evidence a sudden severe 
hemorrhage from the intestine. In none of the three cases 
reported was there the least suspicion of the amebiasis before 
the enterorrhagia. In all three, evacuations had been normal 
previously. It was only after the examination of the stools 
that the dysenteric ameba was found as the etiologic factor; 
hence such an examination ought to be made in every case 
of symptomless intestinal hemorrhage. None of the three 
patients had ever lived in the colonies, where amebic dysentery 
is not so rare. 


Prophylaxis of Typhoid, Undulant Fever 
and Diphtheria 
In his annual report te the Academy of Medicine, Novem- 
ber 13, Dr. Louis Martin, director of the Pasteur Institute, 
presented some interesting observations. Only 10,657 of the 
38,007 cities and villages of France have a pure water supply. 
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Absence of B. coli in the reservoirs is not sufficient proof of 
purity. Bacteriologic examination should also be made of the 
water as it comes from the faucets. Many cases of typhoid 
occur during the summer vacation period. The water of Paris 
and other large cities of France is pure, but this is not always 
the case in the resorts to which one goes for a vacation. 

Undulant fever, which was reported in 1925 from only seven- 
teen departments of France, now exists in fifty-seven. 

Milk from goats and sheep and cheese made from milk of 
these animals, which is consumed in many parts of France, 
can be considered responsible in only a small number of cases, 
but the disease frequently appears in severe form in cattle 
breeders and in farmers in the south of France. A polyvalent 
vaccine has been tried, but it is evident that more effective 
prophylactic measures must be employed to control this con- 
stantly increasing menace to the agricultural districts. 

As regards diphtheria, Dr. Martin stated that in the majority 
of reports one finds a decrease in frequency of the disease and 
that vaccination with anatoxin has been well received. There 
are some children who can be vaccinated only with difficulty 
and it requires much persuasion to convince the parents that 
it must be repeated. This is not necessary at the beginning 
of an epidemic, because the parents all demand that vaccination 
should be done as soon as possible. 

Antidiphtheria vaccination is not followed by marked reac- 
tions, but several cases of abscess formation have occurred, 
and there were two deaths. For the latter, the anatoxin was 
found not to be responsible, however. In the department where 
the large city of Lyons is located, one found that there was a 
marked decrease in the morbidity whenever two thirds of the 
children had been vaccinated. If only half were vaccinated, 
there was little change in the morbidity. Some cases of diph- 
theria have been reported in children who had been vaccinated, 
but even so the attack is usually a very mild one, though death 
may occur if the antitoxin is not given early enough. One 
can explain these cases of diphtheria in those who have been 
vaccinated, through their being refractory or because only 
a single injection of the anatoxin was given. There are also 
children who do not form antibodies. If a vaccinated child 
presents the clinical signs of a diphtheria, one should administer 
treatment without waiting for the bacteriologic report. Dr. 
Martin believes that vaccination with the Ramon anatoxin 
should be made obligatory, preferably when the child is a year 
old. A committee was appointed by the Academy of Medicine 
to study the entire question of antidiphtheria vaccination. 


Senile Dwarfism or Progeria 


There is a special form of infantilism which is not as rare 
as was at first believed. It was first described by Variot of 
France in 1910 and the term progeria was applied by an 
American author, Gilford, at about the same time. The con- 
dition is found in children and adolescents who present the 
appearance of the aged. One of the chief characteristics, accord- 
ing to an article by Barraud in the Gazette médicale, Novem- 
ber 15, is the emaciation due to almost complete disappearance 
of the subcutaneous adipose tissue, especially in the face. 

In most cases there is absence of the eyebrows and eyelashes. 
The skin is parchment-like, with visible subcutaneous vessels. 
There is deformity of the heads of the femurs and absence of 
development of secondary sexual characteristics. The disease 
usually appears about the third year of life, so that at the age 
of 18 to 20, the boy or girl looks like a child of 5 or 6 and 
has about the weight corresponding to the latter age. Only 
two necropsies have been reported, one by Gilford and the other 
by Orrico and Strada (1927). Gilford found sclerosis of the 
viscera with markedly thickened capsules as in the aged, also 
atheromatous plaques in the aorta, cardiac valves and coronary 
arteries. The suprarenals were decreased in size but normal. 
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There was a marked hypertrophy of tie thyn.. which was 


about twice as heavy as the normal gland. Or:: » and Strada 
found a marked lack of deve..pment of the suprarenals, thyroids, 
parathyroids and testes, and an advanced sclerosi« of the aortic 
and other large vessels, but the pancreas and thymus were 
normal. Radiography in these progeria (premature senility) 
cases reveals disturbances of ossification of the cyiphyses. In 
the author’s case there was marked improvement hoth in weight 
and in growth following the use of ultraviolet rays and 
opotherapy (polyglandular). 


BERLIN 
(From Our Regular Correspondent) 
Nov. 5, 1934. 
The Dissension Over Reconstruction of the 
Studentenschaft 

The difficulties that persist in the studentenschaft and have 
been brought into that organization mainly by the National 
Socialist party have been reported before (THE JouRNAL, Sept. 
29, 1934, p. 1004). This development has progressed with 
rapidity and has led to noteworthy results. The prerequisite 
of a half year of compulsory labor for students demanded 
for matriculation in a German university was to be accomplished 
this year from May 5 to October 25 by four months of labor 
service and six weeks of sport activities in the country. 
Foreigners and “non-Aryans” are excluded, whereas German 
matriculants residing abroad may participate although they 
will not be forced to take part; these are children of parents 
who, though German in origin, have their residence abroad. 
Exceptions are made of unfit individuals, of students of Catholic 
theology (who may participate if they choose to do so) and 
of those whose course of study is preceded by at least a year 
of practical work, during which time the person concerned does 
physical labor in the company of ordinary workers and asso- 
ciates and fraternizes with the workers outside of working 
hours. This work service is compulsory only for students. A 
voluntary choice of work service has as yet still been maintained 
for others. If their conduct bears satisfactory testimonial, the 
young people engaged in this fun called “work” will be granted 
special favors in case of new positions. This fact will prove 
a disadvantage to the progress of those excluded from partici- 
pation. The work service certainly offers definite training 
effects. In addition, “political science education and training” 
are on the education program. According to the plan of Feikert, 
leader of the reich’s students organization, after the young 
student has received the desired training from the Hitler youth, 
the storm troops and the work service, he brings this new 
form of life with him to the university. Feikert published a 


decree in September before the beginning of the present winter 


semester on the communal training of the studentenschaft. This 
decree subjects students to a National Socialist military drill. 
The most important provisions of the decree are the following: 

After satisfactorily completing his work in the compulsory 
work service, the student must study at the same university 
for two semesters. During this time he is compelled to live 
in one of the “community houses” conducted by the National 
Socialist party and recognized by the studentenschaft. (These 
community houses, kameradschaftshauser, are houses in which 
the communal spirit and fraternizing of the labor camps will 
continue, the object being to erase class distinction and pro- 
vincial allegiance as opposed to national allegiance from the 
minds of the students and to further the interests of totalitaria- 
nism.) Here the young students are given an intensive training 
along National Socialist lines. Older students may be admitted 
to the kameradschaftshaus only if they belonged to the National 
Socialist organization before Jan. 31, 1933, or if since that time 
have been active in the National Socialist reconstruction pro- 
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gram. The .\jabitants of each kameradschaftshaus must wear 
uniform dress. The small cap and ribbons, the insignia of 
the German, gudent fraternities, caynot be worn by them dur- 
ing the firsy, two semesters. Feikert may install and dismiss 
the directors, of each kameradschaftshaus at will; moreover, 
he exercises, the same right in the student corporations and 
societies. Through such measures the breeding of a uniform 
type of student will naturally become more and more complete. 
For the law student there is the added pleasure of a stay in a 
“jurisprudential training camp,” which he must attend between 
the time of his final university examination and the state or 
bar examination. In these compulsory provisions the student 
leader exceeded any measure that could be tolerated by those 
concerned. The fraternities, those traditional organizations of 
German students, felt threatened by these measures, which 
were undoubtedly directed against some of the fraternities 
according to remarks made by Feikert in a radio address. 
Bitter opposition arose headed by Lammers, secretary of state 
in the federal chancellory, who became the protector of the 
fraternity students. The mentioned decree was disapproved of 
by the highest office in the government, and so the student 
leader had to revise it and delete the most essential clauses 
after it had already been in operation. The first of these 
“student leaders,” Dr. Stabel, had to be dismissed because he 
was accused of lack of resolution, whereas’ his successor 
destroyed his own work by excessive energy. The student 
fraternity corps became more firmly entrenched. Training in 
the kameradschaftshaus with all its attendant results of uni- 
formity has now become a matter of choice; no force with 
respect to joining these houses may be exercised either on the 
fraternities or on individuals, There is no longer any talk 
of dissolving individual student corporations, which Feikert had 
expressed himself as intending to do. 

The corporations likewise took a stand against the totalitarian 
onslaught. They protected themselves courageously against 
verbal attacks, provocation and actual assault. This happened, 
for example, in Bonn, where the students in their caps and 
colors were jostled by the Hitler youth. The students of these 
fraternities (korps) had been considered for a long time as 
reactionaries ; they had been following a political course to the 
right for quite a while and were accused of bourgeois class 
prejudice and similar things by the Hitler youth. They are 
protecting themselves with all their might against such accusa- 
tions. The well known play “Old Heidelberg” had to be taken 
off the list of performances by the order of one student leader 
because it did not conform to the type of present-day German 
students. That is quite true, and since that day the play has 
been dubbed “sentimental tripe.” It is, however, more signifi- 
cant from the difficulties brought forth by the attempts at 
totalitarianism that a rift has resulted among the fraternity 
students. All student corporations have patterned themselves 
according to National Socialist principles and to a great degree 
are controlled by the party. Nevertheless there is a marked 
difference between the korps and the other “fighting” societies 
holding duels. The korps have founded training camps espe- 
cially for the leaders of individual societies (seniors and presi- 
dents of student classes) in which discussions on the formation 
of studies, student storm troop service and numerous other 
questions are taken up. Nevertheless, the korps are striving 
more than the other student organizations to preserve their 
tradition. They are often reproached for not enforcing the 
“Aryan principle” on their alumni; that is, to drop all present 
and past metnbers having Jewish blood, even beyond the third 
generation (beyond the grandmother clause). They are also 
reproached for being negligent in weeding out all Free Masons. 
The same contention applies to all members who have acquired 
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Jewish connections by marrying a not purely “Aryan” woman. 
The korps have compelled a few of these older members not to 
resign on the basis of their having fought in the war, while 
the other organizations take an irreconcilable attitude toward 
the Jewish question. These differences have led to open enmity 
between societies that had always been joined in one intramural 
dueling group. A common political point of view does not 
exist, for the burschenschaften demand an uncompromising 
adherence to the lines of the National Socialist party. The 
National student leader is also seeking to regulate the direction 
of scientific effort. He has carefully defined the prerequisites 
for scientific work in the face of the general decline of the 
universities and of liberal scientific pursuits. A session of the 
German National Students Association in the spring of 1935 
will summarize the potentialities in the younger faculty mem- 
bers and in the students for a permeation of the universities 
with the political ideas of National Socialism. The stand taken 
by the older men with respect to the present direction of scien- 
tific effort may be seen from the following quotations: The 
conference of rectors (after the Nazi revolution all rectors of 
universities were either replaced by Nazi men or were rein- 
stated as suitable to the party) of Prussian universities several 
months ago declared that the rectors were “convinced of the 
necessity of internal change in the direction of scientific efforts 
and of the university along the ideas of National Socialism. 

. . National Socialism is the only living and creative power 
which frees the development of the mind and the university from 
purely specialist, theoretical and technical minute divisions.” 
The national commissioner of justice, Dr. Frank, has demanded 
that intellectual workers “should not strive primarily for self 
recognition . . . but they must always ask themselves the 
question Does my scientific training serve the cause of National 
Socialism above everything else?” At a recent philological 
congress it was demanded that intellectual objectivity must give 
way before political subjectivity. The representatives of the 
new National Socialist system of thought are opposed, however, 
by a large number of men who inwardly adhere to the tradition 
of objective science even if they do not make public declaration 
of the fact. 

It is significant that even the leader of the discussion, the 
chief clerk of a ministerial department and therefore an official 
personality, objected to the “abolishment of hypothetical proc- 
esses in science.” The new chief of the Public Health Office 
of Bavaria, Dr. Walter Schultze, previously a practicing sur- 
geon, now ministerial director and professor at the University 
of Munich, also expressed himself in the same way. At the 
last National Socialist Bavarian Physicians Congress he 
remarked that the statement “lack of hypothetical processes in 
science” arose from the same trend of aberrant scientific work 
and of human conceit; he cites, as an example, the objection 
made by a physicist to the existence of the so-called earth rays. 
Recently at the Congress of German Biologists and Physicians 
“a group of older representatives from every possible field of 
science were trying to accept this erroneous impression—one 
and three fourths years after the National Socialist revolution. 
. . +. The university became more or less of a bureaucratic 
establishment which was neither in a position por possessed the 
power to build personalities but at its best produced, in the 
last analysis, an army of statisticians.” In order to appreciate 
the work of the future medical profession, it is most important 
to understand the new direction of the academic profession and 
the present makeup of the university. Only those who have 
the talent and power to inculcate the leader principle into their 
students may become university instructors in the future. The 
number of students to become physicians must be considerably 
limited; their qualifications for the profession must be tested 
constantly not only by examinations but by repeated experi- 
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ments, by keeping a close check on the entire course of study 
and by demonstrations of character. 

These are the latest principal facts and statements from 
authoritative sources, which may contribute to the general pic- 
ture of the type of education and the interpretation of the 
sciences in Germany today. There are, undoubtedly, some 
retarding influences and much of what is being said may be 
attributed to oratorical license. These sketches indicate the 
direction desired by the group in power, which will bring out- 
side force to bear in order to push its plans through. 


MEXICO 
(From Our Regular Correspondent) 
Nov. 30, 1934. 
Educational Improvements in Mexico City 

The government of Mexico celebrated the anniversary of the 
Mexican revolution, November 20, with the following cere- 
monies: 1. The inauguration of a grammar school in Belem 
with a capacity for 10,000 children. The establishment of this 
school symbolizes the trend of the government to prevent the 
spreading of evil by giving the new generation education, an 
opportunity not previously provided to the people. Nowadays 
schools are opened all through the country. It shows also the 
control of the government on crime, which permitted the 
demolition of the old dark Belem jail and the construction, on 
the same grounds, of a modern school. The Belem jail from 
colonial days until its demolition was a focus of epidemic 
typhus, which frequently spread all over the city, and a breed- 
ing place for rats, a large percentage of which were either sick 
or heavily infested by Rickettsia Prowazeki. 2. The inaugura- 
tion of improvements at the Juarez Hospital. The old church 
of San Pablo, joined to the hospital, was reconstructed and 
divided into several entirely independent departments: an 
assembly hall with a medical library, a large chapel, an amphi- 
theater for necropsies, a laboratory, and refrigeration chambers 
accommodating twenty cadavers. In the hospital, wards were 
provided for emergency patients, a hair-dressing room was 
opened, baths were installed, offices were supplied, for physicians 
and for consultation, and departments inaugurated for the treat- 
ment of diseases of the eyes, nose and throat and for stomatol- 
ogy, gynecology, obstetrics, the digestive tract, bones and joints, 
neurosurgery, urology, x-rays and laboratory work. 3. Unveil- 
ing of a memorial plate in honor of Benito Juarez. 


New Regulations for Antituberculosis Dispensaries 

The department of public health has issued detailed regu- 
lations on the organization and functions of antituberculosis 
dispensaries, which aim to secure uniformity in the organization 
and services given. The dispensaries are concerned, according 
to the new regulations, with the detection of tuberculous 
patients, the investigation of the reports of visiting nurses, the 
diagnosis of the disease by physicians in the dispensaries, the 
hygienic education of patients and their families, the sanitation 
of houses, and preventive vaccination. There will be central 
dispensaries in the capital of every state, with branches in some 
cities. Every central dispensary will be under the control of 
the general committee of the antituberculosis campaign. All 
the dispensaries will be provided with a waiting room, two 
wards, departments for radioscopic, laboratory, and otorhino- 
laryngologic services, offices for the director and the general 
manager, and a storeroom. The personnel in every central 
dispensary will include a head physician who will also be in 
charge of a clinical ward, an assistant physician, two interns, 
a head nurse, two student nurses and as many visiting nurses 
as necessary to cover the work of the given territory, a techni- 
cian bacteriologist, a janitor, two porters, a watchman, and 
physicians specializing in otorhinolaryngology, radiology and 
bacteriology. 


DEATHS 
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JAN. 12, 1935 


Marriages 


Max Evans Wuicker, China Grove, N. C., to Miss Thelma 
Adelaide Wilkerson of Prospect, Va., in Lynchburg, Va., 
recently. 

Russett_ Rosert RicHarpson, Monon, Ind., to Miss Mary 
Elizabeth Rickards of Decatur, IIl., in Indianapolis, Dec. 6, 1934, 

Louis BLancuarp Witson, Rochester, Minn., to Miss Grace 
Greenwood McCormick of Pittsburgh, January 2. 

Harotp Wiiiiams Witey, Lansing, Mich., to Miss Luverne 
Elizabeth Herst of Grand Rapids, Dec. 1, 1934. 

Wesster Bripces Key, Memphis, Tenn., to Miss Mary 
Elizabeth Fry of Union City, Nov. 28, 1934. 

DENNIS CARNEGIE STOUDENMIRE, Honea Path, S. C., to Miss 
Eva Hagan of Due West, Nov. 3, 1934. 

Cyrus G. RezNnicHek, Antigo, Wis., to Miss Sara Marie 
Zanna of Gilbert, Minn., Nov. 6, 1934. 

JouNn Smita NewMan, McRoberts, Ky., to Miss Billie Sue 
Brae of Rome, Ga., Nov. 18, 1934. 

THomMas PLOowMAN Sparks, Vicksburg, Miss., to Miss 
Gladys Clement, Dec. 3, 1934. «© 

JosepH M. Harris, Los Angeles, to Miss Elinor Rosenwald 
of Chicago, January 2. 





Deaths 


Lewis Stephen Pilcher ® Upper Montclair, N. J.; Uni- 
versity of Michigan Department of Medicine and Surgery, 
Ann Arbor, 1866; adjunct professor of anatomy, Long Island 
College Hospital, Brooklyn, 1879-1883; professor of surgery, 
New York Post-Graduate Medical School, 1885-1895; in 1892 
president of the Medical Society of the State of New York: 
in 1900 president of the Medical Society of the County of 
Kings; member and past president of the American Surgical 
Association; fellow of the American College of Surgeons; 
member of the state board of medical examiners, 1913-1928: 
Civil War veteran; surgeon general of the Grand Army of the 
Republic in 1915 and commander in chief in 1921; surgeon to 
the Methodist Episcopal Hospital, Brooklyn, 1887-1907, Ger- 
man Hospital, Brooklyn, 1900-1908, and owner of a private 
hospital bearing his name, 1910-1918; at various times on the 
staffs of the Wyckoff Heights, Jewish, Bushwick, St. John’s, 
Norwegian and Bethany Deaconess hospitals, Brooklyn; founder 
and editor of Annals of Surgery; co-author of the “American 
Text-book of Surgery” and other works on surgery; aged 89; 
died, Dec. 24, 1934, of arteriosclerosis. 

Jacob Geiger ® St. Joseph, Mo.; University of Louisville 
(Ky.) Medical Department, 1872; professor emeritus of surgery, 
St. Louis University School of Medicine; dean and professor of 
surgery, Ensworth Medical College, 1883-1914; past president 
of the Missouri State Medical Association and the Missouri 
Valley Medical Society; fellow of the American College of 
Surgeons; in 1884 president of the city board of health; presi- 
dent of the city council of St. Joseph, 1886-1888; formerly bank 
president; president of the board of managers of the State 
Hospital, number 2, 1910-1914; on the staff of the Missouri 
Methodist Hospital; aged 86; died, Dec. 8, 1934, of coronary 
occlusion. 

Katherine Weller Dewey, Pittsburgh; Rush Medical Col- 
lege, Chicago, 1912; associate professor of clinical pathology, 
University of Pittsburgh School of Dentistry; formerly assis- 
tant in obstetrics and gynecology and fellow in pathology at 
her alma mater; at one time research assistant in the depart- 
ment of histology and oral pathology, and assistant professor 
of oral pathology, University of Illinois College of Dentistry, 
Chicago; associate editor of the Journal of Dental Research 
and co-author of a textbook called “Pathology of the Mouth”; 
aged 66; died, Nov. 11, 1934, in Bad Nauheim, Germany, of 
carcinoma of the stomach. 

Edward John Hussey ®@ Holyoke, Mass.; Harvard Uni- 
versity Medical School, Boston, 1904; member of the American 
Academy of Ophthalmology and Oto-Laryngology, the New 
England Ophthalmological Society and the New England 
Otological and Laryngological Society; fellow of the American 
College of Surgeons; served during the World War; on the 
staffs of the Holyoke Hospital and the Providence Hospital; 
aged 61; died, Dec. 4, 1934, of bronchopneumonia. 
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Henry Byrd Young, Burlington, Iowa; Chicago Medical 
College, 1875; member and past president of the Iowa State 
Medical Society; past president of the Des Moines County 
Medical Society; member of the American Academy of 
Ophthalmology and Oto-Laryngology ; aged 83; at various times 
on the staffs of St. Francis Hospital, Burlington Protestant 
Hospital and the Mercy Hospital, where he died, Dec. 10, 1934, 
of uremia. 

Michael Francis McGuire ® Montpelier, Vt.; University 
of Vermont College of Medicine, Burlington, 1895; past presi- 
dent of the Vermont State Medical Society; member of the 
state board of medical examiners; member of the New England 
Surgical Society; fellow of the American College of Surgeons ; 
on the staff of the Heaton Hospital; aged 66; died, Nov. 20, 
1934, of myocarditis and arteriosclerosis. 

Emmett Terry Wickham, Waterloo, Iowa; State Univer- 
sity of Iowa College of Medicine, Iowa City, 1888; Bellevue 
Hospital Medical College, New York, 1891; member of the 
Iowa State Medical Society; past president of the Washington 
County Medical Society; served during the World War; aged 
67: died, Dec. 6, 1934, of heart disease. 

John Francis Healey ® Buffalo; University of Buffalo 
School of Medicine, 1916; member of the American Academy 
of Ophthalmology and Oto-Laryngology; served during the 
World War; on the staffs of the Buffalo City Hospital, Buffalo 
General Hospital and the Children’s Hospital; aged 41; died, 
Nov. 30, 1934, of coronary sclerosis. 

Joseph Patrick Francis Burke, Buffalo; Niagara Uni- 
versity Medical Department, Buffalo, 1896; served during the 
World War; formerly on the staff of the Buffalo Hospital of 
the Sisters of Charity and the Emergency Hospital of the 
Sisters of Charity; founder of the Central Park Clinic; aged 
60; died, Dec. 14, 1934, of myelitis. 

Paul Hamlin Faucett, Columbia, Tenn.; Barnes Medical 
College, St. Louis, 1908; member of the Tennessee State 
Medical Association; past president of the Maury County Medi- 
cal Society; served during the World War; on the staff of the 
King’s Daughters’ Hospital; aged 49; died, Dec. 8, 1934, of 
pneumonia. 

Saul Rutstein, New York; Columbia University College of 
Physicians and Surgeons, New York, 1921; aged 37; on the 
staffs of the Mount Sinai Hospital, People’s Hospital and the 
Lebanon Hospital, where he died, Nov. 30, 1934, of chronic 
rheumatic heart disease and bronchopneumonia. 

John Lindley Henry, Athens, Ohio; Columbus Medical 
College, 1891; member of the Ohio State Medical Association ; 
past president of the Athens County Medical Society; on the 
staff of the Sheltering Arms Hospital; aged 68; died, Dec. 7, 
1934, of acute cholecystitis and nephritis. 

Alfred Davis Wetherby ® Middletown, Ky.; University of 
Louisville School of Medicine, 1924; aged 35; died, Dec. 11, 
1934, in the Kentucky Baptist Hospital, Louisville, as the result 
of injuries received when the automobile in which he was 
driving was struck by a train. 

John George Miller ® Lancaster, N. Y.; University of 
Buffalo School of Medicine, 1876; Bellevue Hospital Medical 
College, New York, 1877; for many years president of the board 
of education and bank president; aged 79; died, Dec. 6, 1934, of 
carcinoma of the bladder. 

Franklin Willard Freeman, Lynnfield Center, Mass.; 
University of Vermont College of Medicine, Burlington, 1889; 
member of the Massachusetts Medical Society; aged 74; died, 
Dec. 5, 1934, in the Palmer Memorial Hospital, Boston, of 
diabetes mellitus. 

_Lee Cowan ® Atchison, Kan.; Ensworth Central Medical 
College, St. Joseph, Mo., 1906; past president of the Atchison 
County Medical Society; on the staff of the Atchison Hos- 
pital; aged 52; died suddenly, Dec. 9, 1934, in St. Louis, of 
heart disease. 

_Frederick Clayton Thiede, Grand Rapids, Mich.; Detroit 
College of Medicine and Surgery, 1914; aged 45; died, Dec. 
18, 1934, in St. Lawrence Hospital, Lansing, of injuries 
received when the hotel in Lansing where he was staying 
caught fire. 

_Fred Kirschenbaum, Brooklyn; Long Island College Hos- 
pital, Brooklyn, 1906; on the staffs of the Israel-Zion Hospital, 
the Harbor Hospital and the Brooklyn Eye and Ear Hospital ; 
aged 51; died suddenly, Dec. 11, 1934, of heart disease. 

John Geikie Adam ® Great Barrington, Mass.; Trinity 
Medical College, Toronto, Ont., Canada, 1900; served during 
the World War; aged 56; died, Dec. 1, 1934, in Fairview 
Hospital, of mesenteric thrombosis following a cholecystectomy. 
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Ernest Lightfoot Strader, White Bear Lake, Minn.; Hos- 
pital College of Medicine, Louisville, Ky., 1902; formerly 
superintendent of the Deerwood (Minn.) Sanitarium; aged 58; 
died, Nov. 6, 1934, of cerebral arteriosclerosis and nephritis. 

James P. Dunigan; Sullivan, Mo.; Missouri Medical 
College, St. Louis, 1885; member of the Missouri State Medical 
Association; past president of the Franklin County Medical 
Society; aged 75; died, Dec. 2, 1934, of uremia. 

True Edgecomb Makepeace ® Farmington, Maine; Bow- 
doin Medical School, Portland, 1917; served during the World 
War; on the staff of the Franklin County Memorial Hospital ; 
aged 43; died, Nov. 6, 1934, of myocarditis. 

William N. Bailey, White Plains, Ky.; University of 
Tennessee Medical Department, Nashville, 1884; member of 
the Kentucky State Medical Association; aged 76; died, Dec. 18, 
1934, in Louisville, of cerebral hemorrhage. 

Benjamin May Baker, Norfolk, Va.; College of Physicians 
and Surgeons, Medical Department of Columbia College, New 
York, 1889; member of the Medical Society of Virginia; 
aged 69; died, Nov. 16, 1934, of uremia. 

John Calvin Young ® Ozark, Mo.; St. Louis College. of 
Physicians and Surgeons, 1898; past president of the Christian 
County Medical Society; owner of the Ozark Sanitarium; aged 
74; died, Dec. 7, 1934, of heart disease. 

Ellis Herbert Whitehead, Brookings, S. D.; State Uni- 
versity of Iowa College of Medicine, lowa City, 1904; served 
during the World War; aged 66; died, Dec. 19, 1934, in Sioux 
Falls, of carcinoma of the pancreas. 

Barbour Dicks Cooper ® Mansfield, La.; Vanderbilt Uni- 
versity School of Medicine, Nashville, Tenn., 1888; on the staff 
of the Mansfield Sanatorium; aged 67; died, Oct. 19, 1934, of 
aneurysm and coronary thrombosis. ‘ 

Cephas T. Dodd ® Washington, Pa.; Western Reserve 
University Medical Department, Cleveland, 1881; past presi- 
dent of the Washington County Medical Society; aged 80; died, 
Oct. 28, 1934. 

Emma Hortense Gabel, Chicago; Northwestern University 
Woman’s Medical School, Chicago, 1900; aged 73; was found 
dead, Dec. 19, 1934, of chronic nephritis and arteriosclerotic 
myocarditis. 

Jesse B. Thompson, Atlantic City, N. J.; University of 
Pennsylvania School of Medicine, Philadelphia, 1888; formerly 
bank president; aged 77; died, Nov. 18, 1934, of carcinoma of 
the bladder. 

George Healy Davis, Springfield, Mass.; College of Physi- 
cians and Surgeons, Baltimore, 1897; aged 84; died, Oct. 28, 
1934, in the Northampton (Mass.) State Hospital, of arterio- 
sclerosis. 

Cecil Carrie Kellam, Port Blakely, Wash.; Willamette 
University Medical Department, Salem, 1889; member of the 
Washington State Medical Association; aged 69; died, Dec. 7, 
1934, 

Charles H. Kisner, Oblong, IIll.; Medical College of 
Indiana, Indianapolis, 1895; member of the Illinois State Medi- 
cal Society; aged 69; died, Nov. 17, 1934, of angina pectoris. 

Mark W. Harrison, Shadypoint, Okla.; Arkansas Indus- 
trial University Medical Department, Little Rock, 1898; aged 
76; died, Nov. 11, 1934, of fibroid tuberculosis of the lungs. 

Louis Howe, Cody, Wyo.; Medical College of Ohio, Cin- 
cinnati, 1879; member of the Wyoming State Medical Society; 
aged 80; died, Nov. 20, 1934, of arteriosclerosis. 

Melvin Oliver Swan, Big Stone Gap, Va. (licensed in 
Virginia under the Exemption Law of 1895); aged 73; died, 
Nov. 19, 1934, of diabetes mellitus. 

Perrin P. Johnson, Bentonia, Miss. (licensed in Mississippi 
in 1908); aged 64; died, Nov. 15, 1934, of cerebral arterio- 
sclerosis and chronic myocarditis. 

Thomas Jefferson Hunter, Trenton, S. C.; Louisville 
(Ky.) Medical College, 1891; aged 73; died, Nov. 23, 1934, of 
arteriosclerosis and myocarditis. 

Charles A. Barber, Hattiesburg, Miss.; Missouri Medical 
College, St. Louis, 1884; aged 81; died, Nov. 29, 1934, of 
nephritis and pneumonia. 

Fred O. Bartlett, Rockland, Maine; University of Vermont 
College of Medicine, Burlington, 1887; aged 79; died, Dec. 7, 
1934, of heart disease. 

Oliver R. Edmonds ® Tina, Mo.; Marion-Sims College of 
Medicine, St. Louis, 1896; aged 70; died, Nov. 18, 1934, of 
coronary thrombosis. 
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Queries and Minor Notes 


Anonymous COMMUNICATIONS and queries on postal cards will not 
be noticed. Every letter must contain the writer’s name and address, 
but these will be omitted, on request. 


CITRUS FRUITS AND DERMATITIS 
To the Editor:—I have a patient who shows a dermatitis on her hands 
soon after the ingestion of any of the common citrus fruits, such as 
lemons, oranges, limes or grapefruit. Is it possible to desensitize this 
person? If so, kindly give details of such procedure. If this query is 
published, kindly omit name and address, M.D., North Dakota. 


ANSWER.—This query brings up the relationship between con- 
tact dermatitis and allergic or atopic eczema. Sufficient evidence 
is now at hand to enable a clear-cut differentiation, at least 
theoretically. It is sometimes difficult to separate the two con- 
ditions practically, because an exciting agent may act in both 
ways in some instances. Thus, silk may cause a dermatitis or 
urticaria by inhalation, it is thought; there can be little doubt 
that it can also cause an eruption of the skin by direct contact. 
Citrus fruits (orange, lemon, lime and grapefruit) can likewise 
cause a skin condition by ingestion; in addition, contact with 
the peels of these fruits is a frequent. cause of dermatitis. 

In this case the question Which is the method of action? 
comes up. To differentiate, if the dermatitis is due to ingestion 
of the fruit there will usually be found one or more of the 
following: (1) a history of some allergic condition in other 
members of the family, especially a parent; (2) some other aller- 
gic condition in the patient, e. g., hay fever, bronchial asthma, 
food upsets with gastro-intestinal symptoms or migraine; (3) a 
blood eosinophilia; (4) relief by the injection of epinephrine ; 
(5) positive skin tests, cutaneous or intracutaneous; (6) a posi- 
tive passive transfer (Prausnitz-Kiistner phenomenon). It is not 
necessary that all these be present. The protein in the fruit is 
the exciting factor (allergen or atopen). 

On the other hand, contact dermatitis is characterized by 
(1) absence of allergy in the family; (2) absence of other 
allergy in the patient; (3) no eosinophilia in the blood; (4) no 
relief by epinephrine; (5) negative skin tests; (6) negative 
passive transfer, and (7 ) positive contact or patch tests, which 
in most cases can be obtained by laying pieces of the peel 
against the skin and leaving them in place for from twelve to 
seventy-two hours. 

All the recent literature tends to incriminate the oily fraction 
of the peel, not the protein, as the cause of the trouble. This 
is in accordance with the now established fact that it is the oily 
fractions of ragweed and other weeds and plants that cause the 
cases of contact dermatitis; the protein is not a factor in these 
instances. It is well known, of course, that the protein fraction 
of the pollen of these weeds is largely, if not entirely, respon- 
sible for the symptoms of pollen hay fever and asthma. 

As to treatment, if the diagnosis is contact dermatitis to peels, 
avoidance should be sufficient; rubber gloves may be necessary. 
If not sufficient, desensitization may be tried by increasing 
injections of extract of the oily fraction of the peels. If the 
condition is one of allergic or atopic dermatitis or eczema, 
avoidance of ingestion is essential. If thought advisable, the 
patient may be desensitized either orally or hypodermically. 
Orally, orange juice, for example, may be given in increasing 
amounts: one drop of orange juice in a glass of water the first 
day, then two, three, and so on. Hypodermically, injection of 
a dilute extract of orange juice protein, e. g., 1: 10,000, with 
increasing dosages until a strong extract, e. g., 1: 100, is reached ; 
then orange juice can be added in increasing amounts. The 
other fruits may be administered in a similar manner. Injections 
of protein extracts will not help cases of contact dermatitis. 
Injections of oily extracts will not help patients who suffer from 
allergic dermatitis. 


CLOSURE OF FONTANEL 

To the Editor:—I have recently been informed by a pediatrician that 
the opinion as regards the normal time of complete closure of the anterior 
fontanel has undergone a change; namely, that early closure, at the 
fourth or fifth month, is now considered to be entirely normal. I 
would appreciate your view on this matter. Also, has the liberal use of 
vitamin D in cases not markedly rachitic any bearing on the question? 
Please omit name. M.D., New York. 


ANSWER.—The time of complete closure of the anterior 
fontanel is subject to considerable variation in normal infants. 
The postnatal involution goes on steadily in normal infants, 
although at widely varying rates in different individuals and 
apparently more rapidly in girls than in boys. The material 
quoted in textbooks on which average time of closure is based 
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was obtained to some extent from the poorer classes of larger 
American and European cities. An average figure of these 
data is 0.3 per cent from 3 to 6 months of age. It is probable 
that the percentages of obliteration are somewhat low for 
better nourished and more rapidly growing American children. 
However, it is safe to say that a small percentage of apparently 
normal children show complete obliteration of the anterior 
fontanel in the first year of life. From this time on the time 
of obliteration increases markedly, so that by the eighteenth 
month the majority are closed. In some of the cases in which 
closure of the anterior fontanel takes place during the first 
year, a separate ossification center may arise in the fontanellar 
membranes and form distinct bone, which may occupy a part 
or all of the original fontanellar space. With regard to the 
effect on the time of closure with the liberal use of vitamin D 
in cases not markedly rachitic, the data of Julius Hess and his 
associates (THE JOURNAL, Aug. 2, 1930, p. 316) may be quoted. 
From their data they concluded that (1) ordinary doses of 
viosterol (comparable to the present 250 D) up to 20 drops 
daily had no effect on the rate of closing of the fontanel but 
that massive doses, above 210 drops a day, hasten the closure 
of the fontanel to a moderate extent. 


DIFFERENTIAL DIAGNOSIS OF APPENDICITIS 
IN PUERPERIUM 

To the Editor:—Please give the differential diagnosis between acute 
appendicitis, ruptured and coming on the following day after a normal 
delivery, resulting in the formation of an abscess, and puerperal sepsis 
developing the following day after a normal delivery and resulting in an 
abscess. Please give medical and surgical treatment for both. Please omit 
name and city address. M.D., West Virginia. 


ANSWER.—The differentiation of acute appendicitis from the 
onset of sepsis the day following delivery should not be difficult. 
A history of previous attacks of appendicitis especially during 
the pregnancy in question may be of some assistance. How- 
ever, when symptoms of acute appendicitis set in the day after 
childbirth, the chief argument in favor of this diagnosis is the 
fact that sepsis, especially with abscess formation, rarely starts 
within such a short time after the birth of a baby. Further- 
more, the symptoms of the two illnesses are generally different. 
In favor of acute appendicitis are the following signs and 
symptoms: an acute onset of pain which first centers around 
the umbilicus and then localizes in the right lower quadrant, 
pronounced tenderness which is higher than McBurney’s point 
because of the enlarged puerperal uterus, vomiting as a rule, 
and definite muscular rigidity in the right lower quadrant. In 
sepsis the onset is not as dramatic as it is in appendicitis and 
if it is fulminant it rarely results in the formation of an abdomi- 
nal abscess, because it is usually fatal before an abscess can 
form. On the other hand, in long drawn out puerperal sepsis 
cases in which there is pyemia, abscesses may be found almost 
anywhere in the body, within serous cavities as well as in 
superficial parts. In a large proportion of cases of acute sepsis, 
pathologic organisms may be detected in blood cultures, espe- 
cially if large amounts of blood are used for the cultures. The 
lochia may show the same organisms as are found in the blood. 
In most cases in which sepsis sets in early after delivery, there 
has been evidence of infection during labor. Perforative appen- 
dicitis and puerperal sepsis may exist at the same time. 
Perforation of the appendix with or without the formation of 
an abscess during pregnancy or the puerperium is a much more 
serious condition than it is in the nonpregnant state. The 
reasons for this are as follows: The soft enlarged puerperal 
uterus moves about more or less freely and interferes with the 
safe localization of an abscess. It usually prevents abscess 
formation in the pelvis, where the body can ‘better withstand 
infection than in the upper part of the peritoneal cavity. There 
is greater absorption of bacteria and toxic products due to 
the intense congestion in the lower part of the abdomen and 
pelvis, and thrombosis and phlebitis occur more often. Bacteria 
in the blood may invade the freshly wounded uterine endo- 
metrium, especially the placental site, and lead to puerperal 
infection. 

The treatment of an abscess due to either acute appendicitis 
or puerperal sepsis is not simple unless the abscess is situated 
in the culdesac. In such a case a simple colpotomy, with the 
insertion of a large rubber T-tube, will usually secure most 
satisfactory results. If the abscess is not located in the culdesac 
but is in the broad ligament, a gridiron incision should be 
made above Poupart’s ligament. This will drain the abscess 
extraperitoneally. If the abscess cannot be reached through 
the culdesac or extraperitoneally, the abdomen will have to be 
opened and the abscess cavity drained in this way. This pro- 
cedure is the most dangerous of the three operations. Naturally 
the patient should be isolated before and after operation. Every 
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effort should be made to build up her resistance by supplying 
proper food, fluids, fresh air, sunlight, sedatives for pain, 
soporifics for sleep and blood transfusions when necessary. 
After operation, the head of the-bed should be elevated to favor 
drainage from the abscess. Ergot:should be given to keep the 
uterus contracted, but some of the constituents of the drug 
may also have a beneficial effect on the reticulo-endothelial 
system and thus help combat infection. Solution of pituitary 
also has a helpful effect not only on the uterus but also on 
other parts of the body. Of course, nursing at the breast should 
not be permitted. Large amounts of alcohol taken by mouth 
oiten prove helpful in cases of puerperal sepsis. Thus far no 
specific cure for puerperal sepsis has been found, but in many 
cases antistreptococcus serum is of distinct value, especially if 
it is used early in the disease. 


TREATMENT OF CONDYLOMA ACUMINATA 

To the Editor:—A woman, aged 25, married two years, who has had no 
pregnancies and states that she never had gonorrhea, developed multiple 
venereal warts about the vulva and anus about two years ago shortly 
before her marriage. A physician cauterized them with electrocoagula- 
tion and they returned more severely. Another well known surgeon 
removed them surgically some time later and within three months they 
again returned in still larger clusters, so that when I first began treating 
her last November both the labia majora and minora and the entire 
perineum were covered with cauliflower verrucae. I have attempted to 
destroy them with caustics and succeeded in destroying some of them, 
but if an interval of two weeks elapses between treatments they return 
as bad as ever. Her general and past history is essentially negative; 
routine laboratory work is negative. I would greatly appreciate any 
suggestion offered. M.D. 


ANSWER.—Condyloma acuminata, or cauliflower verruca, is 
due primarily to a filtrable virus but secondarily is dependent 
in part on an irritating discharge. Before anything else is 
done the feces and the leukorrheal discharge should be examined 
for the presence of Trichomonas intestinalis and vaginalis. In 
quite a large number of these cases that is the real cause of 
the disease, and if it is removed the discharge disappears and 
the process clears up at once. There have been various prepa- 
rations recommended for the treatment of Trichomonas vaginalis 
infestation. One that has recently been recommended is the 
use of a douche of phenol mercuric nitrate, 1: 10,000, in water, 
the douches being used once or twice a day. If vaginal and 
intestinal parasites are not found to explain the trouble, the 
use of local cauterization of each single lesion in a painstaking 
manner with trichloracetic acid is recommended. In doing this 
it is necessary to be careful not to get any of the acid on the 
glabrous skin. The best practice is to cut down the end of 
an applicator to a point and then apply a small drop of the 
trichloracetic acid on each one of the verrucae. Another remedy 
that works quite well is the use of local application to each 
lesion of a 40 per cent solution of formaldehyde. Along with 
this the use of potassium permanganate sitz baths 1: 4,000 twice 
a day will be found of great value. They will tend to keep 
the parts dry and free from irritation. In treating condyloma 
acuminata it is well to remember that, as long as a single 
lesion is left, the filtrable virus is still present and is a potential 
start of a fresh infestation. 


PITUITARY INADEQUACY—FROHLICH TYPE 

To the Editor:—While doing a routine examination on a child 10 years 
of age I was impressed by his peculiar distribution of fat, which is of 
the female type. He is 55 inches (140 cm.) in height and weighs 111 
pounds (50 Kg.). His physical examination is essentially negative with 
the exception of the genitalia. The penis is of normal size. The scrotum 
is very small. The right testicle is present but infantile, being about the 
size of a small bean. The left testicle is absent from the scrotum and 
cannot be felt in the canal. It is apparently in the abdomen or entirely 
absent. Is this a true Fréhlich syndrome? Will adolescence correct 
this condition? Would you advise anything therapeutically? Will this 
child be sterile? Kindly omit name. M.D., Connecticut. 


ANSWER.—This case is one that might be called a modified 
Frohlich type of pituitary inadequacy, involving particularly the 
anterior lobe of the pituitary gland. It would be necessary, in 
order to add to the information at hand, to have a roentgen 
examination of the skull made with a view of determining the 
size and character of the sella turcica; also a complete examina- 
tion of the blood, including urea nitrogen, uric acid, creatinine, 
chlorides, carbon dioxide tension of the plasma, sugar and 
calcium, which would throw much light on the changes brought 
about by the deficient pituitary on other tissues of the body. 
__ Adolescence in a few cases will bring about normality, but 
il one waits to determine such an eventuality and the result is 


MINOR NOTES 137 


negative, much precious time will have been lost which probably 
cannot be regained. It is therefore advisable to treat the case 
at once. 

The therapeutic agents are: 

1. Anterior lobe of the pituitary given hypodermically three 
or four times weekly in doses of 1 cc., beginning with one-half 
or one-third this dose at first. If there is no untoward reaction 
such as much local irritation, or much flushing with headache, 
the larger doses are to be given for two or three months with 
an interval of a few weeks’ rest afterward, before beginning 
them again. 

2. Thyroid medication in small doses, as low as 0.006 Gm. 
(one-tenth grain) daily unless rapidity of the pulse and other 
thyroid symptoms supervene. 

3. Sodium iodide in saturated solution, a few minims daily, 
well diluted, during alternate weeks. 

4. Anterior lobe of the pituitary gland (desiccated) in doses 
of from 0.2 to 0.3 Gm. two or three times daily, midway between 
meals on a completely empty stomach. This is to be given in 
capsules. While there is much discussion at present as to 
whether this material is effective by mouth, it has been used 
with good effect. 

The urine is to be examined regularly. Should kidney irri- 
tation manifest itself by the appearance of albumin and casts, 
all pituitary medication is to cease. 

Later on, if the testicles remain small and undescended the 
anterior pituitary-like principle from the urine of pregnancy 
might be given in place of the ordinary anterior pituitary for 
a few weeks at a time, but usually the anterior pituitary alone 
is sufficient. 

5. Carbohydrates and fats should be reduced to a minimum 
and the caloric intake reduced to about 1,000 calories three days 
a week. 

The question as to the sterility of the child cannot be answered 
at present. The chances are that he will not be sterile. But 
within a year this probably can be determined by the develop- 
ment of the genital system. The best indicator of a successful 
treatment will be the rapid growth in height of the patient. 
This causes, among other things, an attenuation of the body 
mass with a resultant diminution of the obese appearance. Also, 
a beginning pubic and axillary hair growth would indicate 
development. 





WEIGHT REDUCTION 

To the Editor:—What would be the best method of weight reduction in 
a patient with the following history: A girl, aged 14 years, who is about 
5 feet 7 inches (170 cm.) tall and weighs 201 pounds (91 Kg.) has 
always been large for her age and has always had an excessive appetite. 
Her parents are both large, her father being 6 feet 2 inches (188 cm.) 
and weighing almost 300 pounds (136 Kg.), her mother weighing almost 
200 pounds. This girl has had no past illnesses except the diseases of 
childhood and a right sided pyelitis. Investigation of the latter condition 
showed a very small, poorly functioning kidney on the right side, with 
a kink in the ureter. There apparently is an endocrine dysfunction in 
this case, and I have had the patient on anterior pituitary, 2 grains 
(0.13 Gm.), and desiccated thyroid, one-half grain (0.03 Gm.), twice 
daily. The girl’s menstrual function is normal. I watched her for two 
years and kept her on a limited diet at least a part of the time. This 
diet consisted of approximately 1,000 calories daily. Even when on this 
diet rather rigidly she lost but little weight. She is a school girl and 
is moderately active. Please omit name. M.D., Iowa. 


ANSWER.—The best method and indeed the only method of 
weight reduction in this patient, as in all patients regardless 
of endocrine disturbance, is to cause the energy intake in the 
form of food to be less than the energy output in the form of 
heat and physical work. When the energy expenditure of the 
patient, as determined by a basal metabolic test, is subnormal 
it is justifiable and advisable to administer a preparation such 
as desiccated thyroid in order to increase the energy consump- 
tion toward the normal. But even this does not insure a loss 
of weight unless the patient’s food intake is insufficient to 
maintain the normal energy output. If the patient’s basal 
metabolic rate is not below normal and thyroid is given to 
cause a loss of weight, it is obvious that the drug must be 
maintained indefinitely unless the patient reduces the food intake 
when the thyroid is discontinued. Thus in all cases the feeding 
habits of the patient are the crux of the situation. 

It is apparent from the description that the patient, like her 
parents, has always eaten too much. It is also apparent that, 
whatever her protestations, she did not adhere to the diet 
prescribed. Success in her case must depend on the degree in 
which treatment is made a matter of vital interest and impor- 
tance to herself so that she will follow prescriptions faithfully. 
At her age also, much may be gained by inducing her to take 
more physical exercise in the form of systematic physical train- 
ing and games. 
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LYCOPODIUM IN BABY POWDERS 
To the Editor:—I am rather anxious to know whether lycopodium is a 
constituent of baby powders and whether to your knowledge it has a bene- 
ficial or harmful influence in its use as an external application, and also 
whether or not any allergic reactions have been recorded from its use. 
Please omit name. ia oe 2 


ANSWER.—Lycopodium is the principal genus of the Lycopo- 
diaceae, a family of the fern-allies. There are about 185 species, 
widely distributed in temperate and tropical climates. The 
commonest species, L. clavatum, also known as staghorn moss, 
has spores, which constitute lycopodium powder. 

This powder is used extensively in operating rooms for coat- 
ing rubber gloves and tubes. It is also frequently used for 
covering excoriated areas, such as the napkin area in infants, 
and it is sometimes mixed with talc. As such it may be a 
constituent of some baby powders. As a dusting powder it is 
probably beneficial, although in the presence of open wounds 
its use 1s advised against because of the possibility of a resultant 
lycopodium granuloma, as reported by William Antopol (Lyco- 
podium Granuloma, Arch. Path. 16:326 [Sept.] 1933). 

M. M. Peshkin (Bronchial Asthma and Other Allergic Mani- 
festations in Pharmacists, THE JOURNAL, June 7, 1924, p. 1854) 
reported the case of a student of pharmacy who developed coryza 
and bronchial asthma when lycopodium was inhaled and who 
gave a huge positive scratch test to lycopodium. Lambright 
and Albaugh (J. Allergy 5:590 [Sept.] 1934) reported three 
cases of lycopodium rhinitis, one definitely proved; in these 
cases the lycopodium was used in a powder for the hair. 

The occurrence must be rare, and positive tests to lycopodium 
are unusual. " 

Lycopodium is also extensively used in the preparation of 
fireworks. 


TREATMENT OF SYPHILIS 

To the Editor:—A man, aged 46, had a chancre, May 30. Treatment 
with neoarsphenamine, 0.6 Gm., was started immediately. He received 
six injections, and then arsenical treatment was stopped because of 
itching of the palms, soles and extremities. He then received ten 
injections of iodobismitol followed by two weeks of mercury inunctions. 
Then bismuth arsphenamine sulphonate, 0.2 Gm., was given intramuscu- 
larly once; itching of the palms and soles recurred. I then gave him an 
injection of 0.1 Gm. of bismuth arsphenamine sulphonate and again the 
itching recurred. It seems to me that this patient is extremely sensitive 
to the arsenicals. Kindly outline a plan of treatment leading to a 
clinical and serologic cure. The Wassermann and Kahn reactions are 
both 4 plus. Please omit name. M.D. 


ANSWER.—The treatment this patient has received has been 
adequate. According to modern standards, itching of the 
palms, soles and extremities is generally regarded as the danger 
signal of an impending arsenical reaction, usually a dermatitis 
or hepatitis, and calls for a temporary suspension of arsenical 
treatment or a reduction in dosage. There is no way of avoid- 
ing or overcoming hypersensitivity to the arsenicals. It is 
impossible to outline a plan of treatment in such a situation 
that will lead to a clinical and serologic cure. Conservatism 
would suggest a course of one of the heavy metals, preferably 
bismuth salicylate 0.2 Gm. intramuscularly for ten doses at 
five day intervals followed by a cautious resumption of neo- 
arsphenamine in doses not to exceed from 0.3 to 0.45 Gm. for 
from six to eight injections. In early syphilis, continuous or 
uninterrupted courses of treatment are advisable until the 
patient has had at least two or preferably three courses of 
alternate arsenical and heavy metal therapy irrespective of the 
outcome of the Wassermann and Kahn reactions. 


DERMATITIS IN PACKING INDUSTRY 
To the Editor:—Last week I saw six cases of an acute dermatitis in 
the employees of a local meat packing house, involving principally the 
skin between the fingers and the lower half of the forearm. This seems 
to be a new experience for these men, who are old at the game, but the 
condition has shown up since they have been working on cattle sent in 
from the drought section of the West, which are being slaughtered for 
government use. I wondered whether you have had inquiries from 
other sections relative to the same disease and also whether you have 
any suggestions to offer as to what the condition might be other than an 

acute dermatitis of exogenous etiology. Please omit name. 

M.D., Ohio. 


ANSWER.—There is an acute dermatitis which involves the 
hands and forearms of persons engaged in dressing slaughtered 
animals, which is not a rare condition. Certain individuals 
are more susceptible than others. Again, those who develop 
acute dermatitis while dressing one species of animals may not 
be affected while dressing another species. Because of this 
fact some believe it to be the result of a sensitization to an 
animal substance contained in the intestinal tract acting as an 
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irritant. The disease is perhaps more frequent in the winter 
than in the summer months. 

No scientific investigations have been conducted to determine 
the cause of this condition; therefore, but little of pathologic 
value is known. Among those engaged in dressing swine, it 
is known as “hog itch.” 

The inquiry states that acute dermatitis was seen in six men 
who were engaged in dressing slaughtered cattle. They were 
accustomed to doing this kind of work, yet the dermatitis was 
a new experience to them. This being the case, perhaps the 
acute dermatitis noticed in these cases is different from the 
one just mentioned. 





PERNICIOUS ANEMIA AND CHOLECYSTITIS 

To the Editor:—A man of about 60 was run over by an automobile, 
with resulting several fractures of the ribs and hemothorax. About ten 
days later a very severe attack of cholecystitis developed, with perforation 
and localized abscesses. Operation was delayed for a week because of 
the fractures of the ribs and the poor general condition of the patient. 
Drainage of the abscesses and removal of the gallbladder were followed 
by a most remarkably smooth convalescence and there have been no 
residual abdominal symptoms. About six months later the patient pre- 
sented himself with a severe pernicious anemia, to which he has responded 
very rapidly with large doses of liver. Is there any connection between 
the trauma and the cholecystitis? Are the cholecystitis and the subse- 
quent surgery responsible for the pernicious anemia? What available 
literature is there on the question of pernicious anemia following trauma? 
Please omit name and address. M.D., New York. 


ANSWER.—While injury to the gallbladder may be followed 
by cholecystitis, it is of course not possible to say that there 
was any specific relationship in this case. It is extremely 
improbable that there was any etiologic connection between 
the cholecystitis and the pernicious anemia. Although there 
is a rather high incidence of gallbladder disease in pernicious 
anemia (Bethell, F. H., and Harrington, B. D.: The Incidence 
and Significance of Disease of the Gallbladder and Liver in 
Pernicious Anemia, Am. J. Digest. Dis. & Nutrition 1:256 
[June] 1934), there is no evidence that it is a causative factor. 
Some types of liver damage (cirrhosis) may produce a blood 
picture somewhat similar to that found in pernicious anemia 
(Goldhamer, S. M.; Isaacs, Raphael, and Sturgis, C. C.: The 
Role of the Liver in Hematopoiesis, Am. J. M. Sc. 188:193 
[Aug.] 1934). The only type of “trauma” that has been 
reported as being followed by pernicious anemia is the surgical 
resection of the stomach or too great reduction in the intes- 
tinal length by anastomosis. This literature has been sum- 
marized by S. M. Goldhamer (The Pernicious Anemia Syn- 
drome in Gastrectomized Patients, Surg., Gynec. & Obst. 57: 
257 [Aug.] 1933). 


STAINS ON TEETH 

To the Editor:—The upper central and lateral incisors of a girl, aged 
3% years, in excellent health, have become decidedly black. The 
parents and curiously the child are much concerned about it. The only 
article of food she dislikes and rebels against is milk; otherwise she is 
on a general diet. A scholarly dentist who examined her maintains that 
nothing can be done to check this condition of a jet black discoloration. 
It occurs to me that the condition is evidence of an unbalanced diet or 
certain type of vitamin deficiency or some systemic aberraticn. Regard- 
less of what the underlying factors may be, the selective tendency for 
the upper teeth favors a local rather than a systemic etiology. If this 
is a vitamin deficiency, how may this elective localization be explained? 
Your discussion of the etiology and method of procedure to combat this 
condition will be greatly appreciated. Please omit name. 


M.D., New York. 


ANSWER.—In general, as Bunting says, “stains on teeth have 
no pathological significance other than they indicate a relative 
degree of malhygiene and give to the mouth an unsightly 
appearance.” With respect to black stain or discoloration this 
is only partly true, since a black stain may be found in mouths 
that have excellent care, and general discoloration of a tooth 
is frequently suggestive of death or advanced degeneration of 
the pulp. Little is known about the black stain that is super- 
ficial on the lateral surfaces of teeth or is close to the gum 
line, except that it is removed with ease and tends to recur 
promptly. Some of the black stains are of metallic origin, 
from deposits containing iron, silver, mercury or other metals. 
Deep discoloration of a whole tooth, as a rule, is caused by 
changes in the pulp. Mottled enamel is sometimes black but 
is not found in temporary teeth. Since the teeth involved in 
this case are temporary teeth that will be lost comparatively 
early, no form of radical treatment is indicated unless frank 
pathologic changes can be demonstrated. The pulps should 
be tesied for vitality. Roentgenographic examination may be 
made, although it is unlikely that additional information will 
be gained in this way. Since vitamins, diet and systemic dis- 
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ease have not been connected with this condition, the patient’s 
limited consumption of milk and general health are not sig- 
nificant, and the treatment, in the absence of any further 
information as to the etiology of the discoloration, is confined 
to cleaning and polishing the visible surfaces of the discolored 
teeth. 


ACIDOGEN NITRATE 
To the Editor:—Can you give me any information regarding Acidogen 
Nitrate (Abbott)? This preparation is put up in capsules and about 
eight are given each day with meals to dilvte its irritating action. The 
drug is supposed to diminish the body alkalinity (pu). Is the drug 
harmful? Has it any therapeutic value? M.D., Jackson, Mich. 


Answer.—According to the catalogue of the Abbott Labora- 
tories, Acidogen Nitrate appears to consist of 3 grains of 
carbamide nitrate (urea nitrate) per capsule. 

Although the manufacturers propose the use of the prepara- 
tion for “adjunct therapy in various allergic conditions; hay 
fever, hyperesthetic rhinitis, migraine, chronic urticaria, serum 
disease, allergic gastro-intestinal affections (diarrhea) and 
asthma with productive cough,” cgittcal textbooks of pharma- 
cology which have been examined” do not refer to such use of 
urea or nitric acid. The claims do not do credit to a reputable 
pharmaceutic concern. 

The ingestion of urea nitrate would be expected to yield an 
acid reaction. Nitric acid has been extolled by some physicians 
for the treatment of asthma and related conditions, but the 
treatment has never received general acceptance. 

Acidogen Nitrate Capsules have not been accepted for inclu- 
sion in New and Nonofficial Remedies nor has the Abbott 
Laboratories requested the Council to consider the product. 


CLAIMS FOR ANAYODIN 

To the Editor:—A circular letter from Ernst Bischoff Company on 
Anayodin contains the following statement: “ANAYODIN comes nearest 
to being the ideal amebacide. It safely rids the intestinal tract of 
amoebae, usually with a single treatment of four pills three times a 
day for eight days.’’ Does this statement express the present con- 
census of opinion? Is the product accepted by the Council? 

M.D., Ohio. 


ANSWER.—The statement is far too optimistic. There is 
no known amebacide that can be depended on to eradicate 
Endamoeba histolytica from the intestinal tract with a single 
course lasting eight days. Such propaganda is exceedingly 
unfortunate. 

Anayodin is a proprietary name for chiniofon-N. N. R. The 
Council on Pharmacy and Chemistry has considered Anayodin 
and found it unacceptable for New and Nonofficial Remedies. 

Chiniofon is recognized as one of the useful amebacides pro- 
vided it is used in sufficient dosage over a sufficient length of 
time and the result is checked by repeated examinations of the 
stools. Frequently it is found advisable to employ alternating 
courses of chiniofon and other amebacidal drugs. Our corre- 
spondent is referred to the Query and Minor Note, “Treatment 
of Amebiasis,” THE JouRNAL, June 23, 1934, page 2134. 

The Council has accepted the following brands of chiniofon: 
Chiniofon-Searle and Chiniofon-Winthrop. 


DOG DISTEMPER AND HUMAN PNEUMONIA 

To the Editor :—A client’s sister developed pneumonia, which terminated 
fatally, while caring for some dogs in her kennels that were suffering 
from canine distemper. A specialist was called in consultation and he 
emphatically stated that the condition was due to an infection received 
from the dogs. From the description given and the veterinarian’s diag- 
nosis it is reasonable to believe that the dogs were infected with dis- 
temper complicated with the secondary organism of the pulmonary type 
(Alcaligenes bronchisepticus-canis). Can you give me any information 
or references that I may read on this subject? I realize that the infor- 
mation that I have given you is meager but it is all that was given to 
me. From personal observations I have reason to doubt that this condi- 
tion is probable. Joun H. Rust, D.V.M., Wellesley Hills, Mass. 


ANSWER.—Dog distemper is caused by a filter-passing virus 
that is regarded as not pathogenic for man. Bacillus bronchi- 
septicus may be associated with dog distemper as a secondary 
invader of the respiratory tract. This bacillus, also called 
Alcaligenes bronchisepticus, “has been found associated with 
infections of the respiratory tract in guinea-pigs, dogs and man” 
(Zinsser, Hans, and Bayne-Jones, Stanhope: A Textbook of 
Bacteriology, ed. 7, New York, D. Appleton-Century Company, 
1934, p. 650). Whether it can cause fatal pneumonia in man 
is not known. The best comprehensive article on dog distem- 
per is by P. P. Laidlaw (A System of Bacteriology in Relation 
: ete London, His Majesty’s Stationery Office 7:232, 
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PHYSICAL QUALITIES OF FECES 

To the Editor:—Physiologists state that normal stools float. Can you 
tell me what the significance is of stools that habitually sink in water 
for years, no matter what the diet is? What is the bacterial content of 
the stool? I have read somewhere that they compose two thirds of the 
bulk. Patients under my instruction have noticed the stools sometimes 
extruding bubbles of gas and sinking. Do you suppose that this is due 
to dissociation of gases caused by decrease in temperature or, more proba- 
bly, that the fecal matter contains gases that are more readily dissociated 
than normal? I have noted that stools, particularly in patients with 
pernicious anemia, have the property of sinking in water. These patients 
are supposed on account of the achylia to have an excess of putrefactive 
and other organisms, according to Hurst, throughout the intestinal tract. 
On this account the stools are more heavily laden with bacteria. Then 
again, while the oxygen is almost absent in the large intestine it is 
present higher up in normal individuals but the erythrocytes in per- 
nicious anemia patients are deficient in numbers and efficiency so that 
the interchange of gases is dislocated. These are questions that I have 
not seen discussed in the literature and I would appreciate it if you 
could elucidate some of these problems or tell me where I would be 


likely to find answers. Tuomas I. O’Drain, M.D., Philadelphia. 


ANSWER.—No medical significance can be attached to the 
buoyant properties of stool. 

The bacterial content of the stools averages one third of the 
dry weight. 

Gases present in stools are formed as a result of bacterial 
action, fermentation and putrefaction. When gaseous stools 
are submerged, the gases will be released and bubble to the 
surface. The ease and rapidity with which this is accomplished 
depends on the adhesive qualities of the stool. 


BRONCHIAL ASTHMA 

To the Editor:—I have an inquiry from a patient from New York 
City relative to this climate in his particular case. He writes me that 
he has a nonallergic bronchial asthma and wants to know whether the 
climate of northern Alabama would be more satisfactory than his present 
location over the next six months period. I would appreciate any infor- 
mation that you can give me in this connection. Please omit names if 
published. M.D., Alabama. 


ANSWER.—If it is true that the bronchial asthma is non- 
allergic, a point that one should be certain of, the climate of 
northern Alabama, or for that matter any other southern region, 
will probably be quite satisfactory for the next six months 
period. 

It is well known that the infectious type of bronchial asthma 
is often benefited by moving to a warmer climate where infec- 
tions are less common and where there is more exposure to 
sunshine and fresh air. It is equally well known that persons 
with pollen asthma often do poorly when sent to southern 
regions where pollen is present most of the year. 


IMPROVEMENT IN HEALTH AFTER EMOTIONAL UPSET 
To the Editor:—A woman who had been a chronic invalid for years, 
having a chronic suppurative otitis media and repeated respiratory infec- 
tions, which kept her in bed for weeks at a time, suddenly had a great 
grief, which inside of a week reduced her to death’s door. The grief 
passed and she recovered. Since that time she has gradually become 
stronger and more resistant to disease. The chronic suppurative otitis 
media has ceased discharging, and if she does get a cold or other infec- 
tion she promptly throws it off and is gradually gaining in weight and 
feels good. Is there anything in the shock of grief that may cause this 
change in the human body? Please omit name M.D., Ohio 


ANSWER.—There are many changes in body metabolism asso- 
ciated with emotion (Cannon: Bodily Changes in Hunger, Fear, 
Rage and Pain). It is possible that these might be a factor 
that could influence the bodily resistance to infections. How- 
ever, one would hesitate to assert positively that this is true in 
this case. Other factors might be more important. For example, 
severity of emotional reaction in some instances is an indication 
of ambivalence in the cause for the emotion—something both 
feared and desired. In the absence of facts it is obviously 
impossible even to suggest that this might be true in this case, 
but improvement in general health may well follow relief from 
conflicting emotions. 


ISCHIORECTAL ABSCESS 
To the Editor:—Will you be kind enough to let me know what is the 
best medical or surgical treatment for an ischiorectal abscess of ten 
years’ duration? Joseru Ditamonpste1n, M.D., Calumet City, III. 


ANSWER.—The treatment for ischiorectal abscess is surgical. 
The duration of the disease no doubt has made a great deal of 
fibrous tissue, which will delay healing. 

The abscess should be opened widely and the fibrous tissue 
excised as widely as possible without interfering with the 
function of the rectum or anus. It should be packed wide 
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open, including all the pockets or sinuses. The packing should 
be changed every few days so that the cavity will heal from 
the bottom. If there is an opening into the rectum below the 
sphincters or below the internal sphincter, it should be opened 
widely. If the opening is above the internal sphincter one 
should avoid cutting this sphincter until a second operation, 
if the sinus persists. 


INSULIN AND NEURITIS 

To the Editor:—A woman, aged 78, who has had diabetes for several 
years, has been taking insulin, 12, 10 and 12 units of U 40 for the past 
fifteen months, which has been sufficient to keep the urine sugar free on 
a sufficiently sustaining diet. She weighs 190 pounds (86 Kg.). The 
pulse is 78, regular and normal. The systolic blood pressure is 130; 
diastolic 80. For the past nine months she has had neuritis in the right 
hand and forearm, which has gradually become worse. The skin or 
surface temperature of the right hand and forearm is two or three degrees 
lower than that of the left, but there has been no blanching or cyanosis. 
Roentgen examination shows no unusual sclerosis or arthritis. The blood 
picture is normal except that the blood sugar has been rather persistently 
elevated, averaging around 200 or over. Six weeks ago an attempt was 
made to drive down the blood sugar by increasing the doses of insulin, 
further control of diet, and dextrose intravenously, controlled by insulin. 
The carbon dioxide has been consistently around 53; there is no acetone. 
Hot olive oil baths were used on the hand. There was slight improvement 
in the neuritis but this has not been progressive. Can you suggest any 
addition to the treatment or any other line of treatment? Please omit 


name. M.D., Ohio. 


ANSWER.—In a patient 78 years of age it is at times extremely 
difficult to decide whether pain such as described is due to 
neuritis, arteriosclerosis or a combination of the two. It is 
now pretty generally agreed that the elderly diabetic patient 
with arteriosclerosis does not always respond to insulin treat- 
ment as well as does the younger patient. It would seem wise, 
therefore, in the present instance to suggest that the patient be 
kept on a moderately high diet, well balanced, and that the 
insulin be omitted temporarily. Whereas this procedure would 
not be entirely accepted by all writers, it has been tried and 
has in certain hands given excellent clinical results. 


DIURETICS—PROTEINS METABOLIZED AS SUGAR 
To the Editor:—Which of the purine base diuretics is most used and 
probably best in cardiac cases? What percentage of proteins are metab- 
olized as sugar? Please omit name. M.D., Pennsylvania. 


ANSWER.—It is difficult to give a categorical answer to the 
first question. Caffeine is probably the most widely used purine 
base diuretic. However, theobromine sodiosalicylate is also 
widely used and is generally regarded as more effective. 

The percentage of protein metabolized as sugar, according to 
experimental data, lies between 46 and 58 per cent. The 
former figure is based on the work of Minkowski and von 
Mering on depancreatized dogs. The latter figure is based on 
the work of Lusk and his school on phlorhizinized dogs and 
has been generally accepted in this country as the basis for 
clinical calculations. 


PELLAGRA OR ECZEMA 

To the Editor:—A woman, aged 28, who has been in excellent health 
all her life and is now in good health, has eczematous patches on the 
inner aspect of both arms. She has had patches on the back of the legs, 
in the groins and on the sides of the neck. These eruptions are always 
bilateral. I would call it pellagra but for the fact that she is in good 
health and full of “‘pep.”” Is there any other disease except pellagra that 
has bilateral manifestations? 1f so, what? Please omit name. 


M.D., Mississippi. 


ANSWER.—Most skin diseases of internal origin, as eczema, 
seborrheic dermatitis, lichen planus and psoriasis, to mention a 
few, are distributed symmetrically. The patches in the case 
mentioned are described as eczematous: Do they itch? If so, 
they may be patches of eczema. The distribution is typical for 
that disease but not for an ordinary case of pellagra. 


“BORN BLIND” 


To the Editor:—In a person said to be “born blind,’’ what is the 
posture of the eyelids—open or closed? And do the tear ducts function 
so that tears are shed? Please do not publish my name. 


M.D., Missouri. 


ANSWER.—“Born blind” may mean any one of a dozen 
different things, and the position of the eyelids depends entirely 
on the condition that produces the lack of vision. In microph- 
thalmus, for instance, the lids are closed, whereas in the atrophy 
of hydrocephalus the lids are open. 

It is presumed that by “tear ducts” is meant “tear glands.” 
If so, they do function normally. 


Jour. A. M. A. 
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COMING EXAMINATIONS 


AMERICAN BoarpD OF DerMATOLOGY AND SyPHILOLOGY: Written 
(Group B candidates). The examination will be held in various cities 
throughout the country, April 29. Oral (Group A and Group B candi. 
dates). New York, June 10. Sec., Dr. C. Guy Lane, 416 Marlborough 
St., Boston. 

AMERICAN Boarp oF OBSTETRICS AND GYNECOLOGY: Written (Group 
B candidates), The examination will be held in various cities of the 
United States and Canada, March 23. Final oral and clinical examina. 
tion (Group A and Group B candidates). Atlantic City, N. J., June 
10-11. Group B application lists close Feb. 23 and Group A application 
lists close May 10. Sec., Dr. Paul Titus, 1015 Highland Bldg., Pittsburgh, 

AMERICAN BOARD OF OPHTHALMOLOGY: Philadelphia, June 8, and New 
York, June 10. Application must be filed at least sixty days prior to 
date of examination. Sec., Dr. William H. Wilder, 122 S. Michigan 
Blvd., Chicago. 

AMERICAN BOARD OF OTOLARYNGOLOGY: New York, June 8. Sec., 
Dr. W. P. Wherry, 1500 Medical Arts Bldg., Omaha. 

CatiForNia: Reciprocity. San Francisco, Jan. 16. Regular. Los 
Angeles, Feb. 4-7. Sec., Dr. Charles B. Pinkham, 420 State Office Build. 
ing, Sacramento. 

Cotorapvo: Denver, Jan. 18. Sec., Dr. Wm. Whitridge Williams, 
422 State Office Bldg., Denver. 

Connecticut: Basic Science. New Haven, Feb. 9. Prerequisite to 
license examination. Address, State Board of Healing Arts, 1895 Yale 
Station, New Haven. 

District oF CotumBiA: Washington, Jan. 14-15. Sec., Commission 
on Licensure, Dr. W. C. Fowler, 203 District Bldg., Washington. 

Intino1s: Chicago, Jan. 22-24. Superintendent of Registration, 
Department of Registration and Education, Mr. Eugene R. Schwartz, 
Springfield. 

MINNESOTA: Minneapolis, Jan. 15-17. Sec., Dr. E. J. Engberg, 
350 St. Peter St., St. Paul. 

NATIONAL Boarp oF MepicaL Examiners: Parts I and II. The 
examinations will be held in medical centers where there are five or more 
candidates, Feb. 13-15. Ex. Sec., Mr. Everett S. Elwood, 225 S. 15th 
St., Philadelphia. 


Nevapa: Reciprocity. Feb. 4. Sec., Dr. Edward E. Hamer, Carson 
City. 
New York: Albany, Buffalo, New York and Syracuse, Jan. 28-31. 


Chief, Professional Examinations Bureau, Mr. Herbert J. Hamilton, 
Room 315 Education Bldg., Albany. 

Soutn Dakota: Pierre, Jan. 15-16. Dir., Division of Medical Licen- 
sure, Dr. Park B. Jenkins, Pierre. 

VerMONT: Burwincton, Feb. 13-15. Sec., Board of Medical Regis- 
tration, Dr. W. Scott Nay, Underhill. 

WasHINGTON: Seattle, Jan. 14-16. Dir., Department of Licenses, Mr. 
Harry C. Huse, Olympia. 

Wyrominc: Cheyenne, Feb. 4. Sec., Dr. W. H. Hassed, Capitol Bldg., 
Cheyenne. 


Tennessee June Examination 


Dr. H. W. Qualls, secretary, Tennessee State Board of 
Medical Examiners, reports the written examination held in 
Knoxville, Memphis and Nashville, June 14-15, 1934. The 
examination covered 8 subjects and included 80 questions. An 
average of 75 per cent was required to pass. One hundred and 
eight candidates were examined, all of whom passed. The 
following schools were represented : 


Year Number 


School seeaecned Grad. Passed 
Stanford University School of Medicine........... - (1933) 1 
Tulane University of Louisiana School of Medicine. 5 (1934, 2) 2 
Johns Hopkins University School of Medicine........(1931) 1 
St. Louis University School of Medicine............. (1934) 1 
University of Rochester School of Medicine............ (1933) 1 
Meharry Medical College............++-+- (1932), (1934, 32) 33 
University of Tennessee College of Medicine...... (1934, 28) 28 


Vanderbilt University School of Medicine. .(1933), (1934, 40) 41 


Seventeen physicians were licensed by endorsement from 
January 9 to August 30. The following schools were repre- 
sented : 

School LICENSED BY ENDORSEMENT b howd nt aaa 
College of Medical Evangelists................++ e++(1933) California 
Tulane University of Louisiana School of Medicine. .(1926)N. B. M. Ex., 

(1930) Mississippi : 

University of Maryland School of Medicine and 


College of Physicians and Surgeons.............. (1933) N. Carolina 
Harvard University Medical School................ (1929) Michigan 
Detroit College of Medicine and Surgery............ (1930) Michigan 
St. Louis University School of Medicine. Pap aik (1931), (1932) Missouri 
University of Nebraska College of Medicine......... (1920) Nebraska 
Eclectic Medical College, Ohio..........seeeeeeeeess (1920) Indiana 
University of Oklahoma School of. Medicine. . eas doen (1932) Oklahoma 
University of Pennsylvania School of Medicine....... (1928) N, Carolina 
Woman’s Medical College of Pennsylvania.......... (1926) Penna. 
University of Tennessee College of Medicine........ (1927) Arkansas, 

(1930) Mississippi ¢ 
Vanderbilt University School of Medicine suse ce eey (1932) N. B. M. Ex. 


Medical College of Virginia........../...... go (1931) Virginia 
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Iowa June Examination 


Mr. H. W. Grefe, director, Division of Licensure and Regis- 
tration, reports the written examination held by the Iowa 
State Board of Medical Examiners in Iowa City, June 5-7, 
1934. The examination covered 8 subjects and included 100 
questions. An average of 75 per cent was required to pass. 
Seventy-six candidates were examined, all of whom passed. 
The following schools were represented : 


Year Per 

School — Grad. Cent 
Northwestern University Medical School............ (1934) 85.4, 89.9 
State University of Iowa College of Medicine........ (1934) 79.6,* 
81.3," 82," ena S29" Sa? 66° 84.1.° 24.42 

84.6," 84.9," 85," 33.1,” 65.3," 85.5.% §5.5.° 985.6,° 

85.8." 85.8,* 85.8,* 85.9,* 85.9," 86," 86.1," 86.1," 

86.3,* 86.3,* 86.4,* 86.5,* 86.5,* 86.8,* 86.9,* 86.9,* 

97,° 87," Giike  -Oeibe O7:35" Bocas O2.4.° - Sree,” 

97.4,° 87.4% G7S.% S79," 87.9," ' 86;* 38.7," 86.1,* 

88.3,* 88.3,* 88.4,* 88.4,* 88.4,* 88.4,* 88.5,* 88.5,* 

g8.5* 88.6,* 88.6," 88.8," 89,* 89,* 89.4," 89.4," 

89,9,* 90,* 90,* 90.1,* 91.4.* 92.8* 
Harvard University Medical School................-. (1925) 85.4 
University of Nebraska College of Medicine.......... (1933) 83.5, 86.9 


*License withheld pending completion of internship. 





Book Notices 


Outline for Psychiatric Examinations. Edited by Clarence 0. Cheney, 
M.D., Director, New York State Psychiatric Institute and Hospital. Cloth. 
Price, $1.50. Pp. 134. Published by the New York State Department of 
Mental Hygiene, Albany. Utica: State Hospitals Press, 1934. 

This is a revision of the Guides for History Taking and 
Clinical Examination of Psychiatric Cases, edited in 1921 by 
Dr. George H. Kirby. Dr. Cheney, the successor of Dr. Kirby 
as director of the New York State Psychiatric Institute and 
Hospital, assisted in the preparation of the 1921 edition, which 
itself was modified from the original set of clinical guides 
devised by Dr. Adolph Meyer some fifteen years previously 
for use in the New York State hospitals. In this revised work 
Dr. Cheney has made a number of amplifications ‘and alterations 
in keeping with the increased use to which the Guides has 
been put by medical students and psychiatrists in various fields 
of activity. The same division of material as in Kirby’s edition 
is maintained, and, except for minor variations, that work has 
been kept relatively intact. There are sections on the psychiatric 
anamnesis, on special personality study, on physical and mental 
examinations, on body development and endocrine glands, and 
on examination of uncooperative patients. Particular emphasis 
has been laid, in the section on family and personal history, 
on personality studies. A noteworthy addition is the chapter 
on the psychiatric examination of children; and equally signifi- 
cant is the classification of psychiatric problems in children. 
The classification of mental disorders, which was approved by 
the American Psychiatric Association at its 1934 meeting, with 
definitions and explanatory notes compiled by the editor, has 
been included. The book contains fifty pages more than the 
earlier work and will undoubtedly continue to serve as the best 
of its kind for the practical handling of the psychotic patient by 
both the intramural and the extramural psychiatrist. 


Das Glaukomproblem und die Glaukomoperationen. Von Dr. Leopold 
Miller, Primaraugenarzt im Kaiserin Elisabethspital in Wien. Boards. 
“eg 8 marks. Pp. 103, with 1 illustration. Vienna: Wilhelm Maudrich, 

The first six pages of this booklet, in which the author 
emphasizes the necessity of differentiating between true or 
primary glaucoma and secondary glaucoma, are of inestimable 
value. After that, the remaining sixty-one pages of part I 
leave much to be desired. All true glaucomas are divided into 
JGLK, comprising what is recognized as inflammatory or, 
better, incompensated glaucoma, and GL K spl, which includes 
glaucoma simplex or compensated glaucoma and a combina- 
tion of the two called-K GLK. All other forms of glaucoma 
are relegated to the medieval trashbox. The author attributes 
JGLK to a congenital predisposition plus an excessive secre- 
tion from the ciliary gland (vide Duke Elder) and an excess 
in the LO (liquor ophthalmicus) of a mythical substance that 
he calls zyklin, which is supposed to be somewhat akin to the 
Principles of the posterior pituitary lobe. Closure of the 
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chamber angle is accounted for by an edema of the sclerotic 
fibers of the pectinate ligament, “which can never be proved.” 
GLK spl, however, is due to excessive secretion from that 
selfsame ciliary gland but without any involvement of the con- 
trolling nerves, and consequently the physical action is different. 
The characteristic excavation of the nerve head is not due 
to pressure, he concludes, but to a mysterious infiltration of 
the nerve head by liquor ophthalmicus, with consequent for- 
mation of Schnabel caverns and ectasia. Much emphasis is 
placed on some twenty-odd cases of GLK spl without hyper- 
tension that he has observed during his lifetime. Throughout 
these sixty-one pages are numerous statements emphasized by 
capitalizations. The majority of these do not agree with the 
modern concepts of glaucoma, and those who are familiar 
with the evidence shown by the painstaking experimental work 
of modern investigators will wonder at the temerity of the 
author. The second part of the book is devoted to the surgery 
of glaucoma and is confined to discussion of cyclodialysis, 
Miiller’s modification of the Elliot trephining operation, and 
the classic iridectomy. The medical treatment of glaucoma is 
dealt with in a rather summary fashion and in statements that 
are so positive that one is led to wonder whether or not a more 
benign form of glaucoma attends the Kaiserin Elisabethspital 
than other hospitals abroad and in this country. However, 
several interesting statements appear. One is that cyclodialysis 
is so uniformly successful in controlling hypertension subse- 
quent to cataract operation that in malignant GLK spl the 
lens should be extracted even though it is not cataractous, the 
operation to be followed later by a cyclodialysis. Hofrat Dozent 
Dr. Leopold Miiller has published some nice pieces of work, 
but this cannot be included among them. 


A Textbook of Medical Diseases for Nurses Including Nursing Care. 
By Arthur A. Stevens, A.M., M.D., Honorary Consulting Physician to 
Philadelphia General Hospital, and Florence Anna Ambler, B.S., R.N., 
Principal, School of Nursing, Samaritan Hospital, Troy, New York. Second 
edition. Cloth. Price, $2.75. Pp. 513, with 9 illustrations. Philadelphia 
& London: W. B. Saunders Company, 1934. 

This book gives a brief but comprehensive outline of medical 
diseases and study for the graduate nurse. The volume is 
intended as a reference work. Each disease is defined, with 
the etiology, pathology, symptoms, complications, diagnosis and 
prognosis, together with an outline of treatment and nursing 
care. The authors state that their object in writing the book 
is, first, the education of the nurse in a potential knowledge of 
those diseases and processes with which she will have to deal 
and, second, training in actual nursing care of the patient, and 
the intelligent execution of the physician’s orders. There are 
some valuable procedures outlined in the appendix, which have 
been found satisfactory after trial in the Philadelphia General 
Hospital. 


Outline of Clinical Psychoanalysis. By Otto Fenichel, M.D. Translated 
by Bertram D. Lewin, M.D., and Gregory Zilboorg, M.D. Cloth. Price, 
$5. Pp. 492. New York: Psychoanalytic Quarterly Press. W. W. 
Norton & Company, Inc., 1934. 


In this book Fenichel has brought together the psychoana- 
lytic concepts of the clinical varieties of neuroses and psychoses 
into a systematic treatise. It thus constitutes a systematic 
(and the first) textbook of clinical psychoanalytic psychopa- 
thology. The material has been collected from an enormous 
literature combined with the personal clinical experience of the 
author; the fundamental points of distinction between the dif- 
ferent types are illustrated by brief statements of analytic 
interpretation of actual cases. The book undoubtedly will do 
much to crystallize the concepts of clinical psychoanalysis and 
to bring them into correlation with medical practice. It has 
great value for the practicing analyst and the student of 
psychoanalysis, rendering available conveniently the work of 
many authors. For an intelligent reading of the book, how- 
ever, a general knowledge of the principles and theories of 
formal psychoanalysis is necessary. As Fenichel says in the 
introduction, “we must assume that our readers are acquainted 
with the methods of psychoanalysis as well as with the general 
theory of the neuroses.” Conceding this limitation, it is dif- 
ficult to praise the book too highly. The work has been done 
excellently and, even though he may not subscribe to the views 
expressed, the reader cannot fail to obtain a far better orien- 
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tation as to the medical significance of psychoanalysis. Criti- 


cisms are offered and gaps in data are frankly noted, and at 
the same time there is no effort to cversimplify or to minimize 
the complexities of the problems discussed. 


Allergische Diathese und allergische Erkrankungen. Von Dr. Hugo 
Kammerer, Professor der Universitit Miinchen. Second edition. Paper. 
Price, 26 marks. Pp. 359, with 4 illustrations. Munich: J. F. Bergmann, 
1934. 

This volume constitutes one of the best German works on 
allergy. The book is divided into two sections, the first sec- 
tion dealing with the general principles of allergy and the 
second with the allergic diseases. Not only are the orthodox 
allergic diseases, such as hay fever, asthma, urticaria, eczema 
and hyperesthetic rhinitis, discussed, but full discussion is given 
in individual chapters to such manifestations as allergic gastric- 
intestinal disturbances, migraine, epilepsy, toxemias of preg- 
nancy, gout, arthritis, infections, the kidneys in relation to 
allergy, the heart and vascular disturbances. The author makes 
no claim that these conditions should all be regarded as allergic: 
he merely attempts to correlate the available literature and 
opinions. The book abounds with references, and American 
literature is given fair credit. One might say that it has too 
many references and too little of the author’s opinions from 
his own experiences. As is customary in German medical 
literature there is no hesitancy in mentioning and recommend- 
ing “patent medicines.” This work is a reflection of the rap- 
idly growing interest in the field and technic of allergy in 
Germany—an interest which until recent years had been almost 
monopolized by American physicians. One who wishes actual 
facts and authoritative directions as a guide in the care of 
allergic diseases should read first one of the more simple text- 
books on allergy, which give a more direct approach to the 
subject. For reference reading and for the purpose of corre- 
lating the modern literature on allergy, this book not only 
serves a definite purpose but is one of the best in the field. 


Diseases of the Skin: A Handbook of Dermatology for Practitioners 
and Students. By S. Ernest Dore, M.A., M.D., F.R.C.P., Consulting Physi- 
cian for Diseases of the Skin, St. Thomas’s Hospital, and John L. Franklin, 
M.A., M.D., M.R.C.P., Assistant Physician for Diseases of the Skin, West- 
minster Hospital. Cloth. Price, $5. Pp. 410, with 46 illustrations. New 
York: D. Appleton-Century Company, Inc., 1934. 

The last edition of Sir Malcolm Morris’s handbook, pub- 
lished in 1907, will be remembered as a small, rather fat green 
volume of some 700-odd pages with about seventy illustra- 
tions, some in color. It was a _ readable book with a 
strong imprint of the author’s personality. The revision of 
Sir Malcolm’s book by Dore and Franklin has by a process 
of condensation produced a new and smaller volume, which 
can be conveniently carried in the coat pocket. Many new 
dermatoses have been included, the rarer ones in fine print, 
and the newer concepts of dermatologic conditions have been 
incorporated in the text. One misses some of the old prints 
of leprotic and syphilitic British subjects that embellished 
Sir Malcolm’s book, and economy evidently has dictated the 
omission of the colored plates. Nevertheless the practitioner 
will find this small volume useful for a rapid review of the 


subject. 


Het chorionepithelioma malignum van den man en zijn biologische 
beteekenis. Door Bernardus Johannes Christiaan den Hartog. Academisch 
Proefschrift: Ter Verkrijging van den graad van doctor in de genees- 
kunde aan de Universiteit van Amsterdam, op gezag van den rector 
magnificus, Mr. I. H. Hijmans, hoogleeraar in de faculteit der rechtsge- 
leerdheid, in het openbaar te verdedigen op Woensdag 5 Juli 1933 des 
namiddags 3 uur. Paper. Pp. 260, with 122 illustrations. Amsterdam: 


J. H. de Bussy, 1933. 

On the basis of seven personal cases, the author concludes 
that chorionepithelioma is a product of the male germ cells and 
that the ripe ovum does not possess the power to originate 
epithelium, this power being acquired only after fecundation 
has taken place. He discusses extensively the facts concerning 
malignant chorionepithelioma of the male and closes his work 
with an exposition of the theories on histogenesis of teratomas 
of the genital glands and their origin from the germ cells, and 
on the formation of chorionepithelioma from male differentiated 
germ cells. The thesis is well written in fluent language, covers 
the subject thoroughly and competently, and offers a number 
of excellent illustrations. 


BOOK NOTICES 


Jour. A. M. A. 
JAN. 12, 1935 


Nursing Schools Today and Tomorrow. Final Report of the Committee 
on the Grading of Nursing Schools. Paper. Price, $2. Pp. 268. New 
York, 1934. 

The function of the committee, as stated in the introduction, 
was “the study of ways and means for insuring an ample supply 
of nursing service, of whatever type and quality is needed for 
adequate care of the patient, at a price within his reach.” [np 
the second chapter there is presented a wealth of statistical 
information demonstrating conclusively that there is an over- 
production of nurses. The figures showing the increase in the 
number of nurses during thirty years and the ratio of nurses 
to population are startling and convincing. In spite of this 
enormous surplus of nurses with average training, the report 
declares that there are not enough nurses available to fill 
positions having higher requirements. “We need trained nurses 
with a broader experience and better basic professional back- 
ground. We need more really skilful, professionally minded 
bedside nurses. We need nurses who have taken specialized 
training following R.N. to fit them for special responsibilities,” 
This statement, in substance, is reiterated throughout the report, 
but the evidence on which it is based is nowhere disclosed. 
The committee proposes as a solution of the problem of over- 
production that hospitals close their training schools and employ 
graduates to care for their patients. The feasibility of this 
plan is shown in considerable detail. The recommendation js 
pertinent and practical and, should it be extensively adopted by 
hospital authorities, the committee will have made a notable 
contribution to the readjustment of our economic life. 
$2.75 


The Jew in Science. By Louis Gershenfeld. Cloth. Price, 


Pp. 224. Philadelphia: Jewish Publication Society, 1934. 

After some introductory chapters, which provide a_ brief 
history of the beginning of civilization and particularly of the 
early contributions of the Jewish people, the author discusses 
the development of science up to the time of Maimonides and 
then to the period of the Renaissance and our modern period. 
The second half of his book is devoted to a listing of significant 
names of Jewish workers in many fields, including an extensive 
section on medicine. A final section is devoted to American 
Jewish scientists. There are also brief descriptions of recently 
established Jewish institutions of learning. The book is a use- 
ful reference work. 


Die Haut- und Geschlechtskrankheiten: Eine zusammenfassende Dar- 
stellung fiir die Praxis. Herausgegeben von Prof. Dr. Leopold Arzt und 
Prof. Dr. Karl Zieler. Lieferung 16, Band I. Physiologie. Von Prof. 
Dr. Hans KO6nigstein. Das Hautpigment. Von Prof. Dr. Herbert Fuhs. 
Paper. Price, 9.60 marks. Pp. 141-330. Berlin & Vienna: Urban & 
Schwarzenberg, 1934. 

Konigstein of Vienna devotes 168 pages to a comprehensive 
discussion of the fundamental principles of the physiology of 
the skin. All the newer methods of testing cutaneous function 
are discussed, among them the dermo reaction to different 
stimuli, pharmacodynamic methods, capillary microscopy and 
electrophysiologic test methods. There are chapters on the 
skin as a protective organ and as an excretory agent, on tem- 
perature regulation and on metabolism. Much of the material 
is of such a complicated nature and of primarily physiologic 
rather than clinical interest that it does not lend itself readily 
to a review by a practicing dermatologist. Fuhs in a chapter 
of thirteen pages gives a rather brief discussion of the nature 
and chemistry of melanin pigment, including the researches of 
Bloch, Masson, Pautrier and other workers in this field. 


Medicine Man in China. By A. Gervais. Translated from the French 
by Vincent Sheean. Cloth. Price, $2.75. Pp. 336, with illustrations. 
New York: Frederick A. Stokes Company, 1934. 

Deep in a remote province of China larger than France and 
Germany combined, a young French physician worked for a few 
years in the medical school in Chentu. He tells the story 
almost in a fictional manner, but it is clear to the reader that 
he is dealing with the naked truth. A fine journalistic instinct 
makes his story full of humor and gives to the reader an 
understanding of Chinese character such as he would hardly 
be likely to get from a much more abstruse and scientific volume. 
Dr. Gervais left China because he feared that it would even- 
tually absorb him as it has absorbed many other Caucasians 
who have lived too long under its subtle dominion, and yet at 
the same time he felt that he would always remain a foreigner 
to the Chinese civilization. 
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Malpractice: Fragments of Extracted Tooth Lodged 
in Lung.—The plaintiff sued the defendant-dentist for mal- 
practice, claiming that while extracting several of her teeth 
under a general anesthetic the dentist permitted fragments of 
one tooth to become lodged in her right lung, and that he 
failed to inform her of that fact. Judgment for $25,000 was 
given for the plaintiff, and the defendant-dentist appealed to 
the Supreme Court of Oregon. 

The trial court did not err, said the Supreme Court, in 
permitting an expert witness to testify that the treatment and 
care administered by the defendant, as outlined in a hypo- 
thetical question, was not in conformity with that degree of 
care, skill, diligence and knowledge ordinarily possessed and 
exercised by the average dentist in good standing in the same 
or similar localities. This testimony did not trespass on the 
province of the jury. The trial court erred, further contended 
the defendant, in instructing the jury that he was required to 
exercise the degree of care ordinarily exercised by a specialist, 
since there was no allegation in the complaint that he was 
employed by the plaintiff as a specialist. Regardless of the 
allegations of the complaint, said the Supreme Court, the 
defendant as a witness in his own behalf, without objection, 
placed himself in the category of a specialist. He testified 
that his main work was extracting teeth and he classified him- 
self as an extraction specialist. If this was true, then the 
plaintiff was entitled to the defendant’s skill as a specialist. 

Two allegations in the complaint, contended the defendant, 
which charged that he “hurriedly, carelessly, negligently and 
wantonly failed and neglected” to exercise care to see that no 
tooth or fragment thereof escaped into the trachea or so failed 
and neglected to discover whether any extracted tooth, or 
fragment thereof, had not been removed from the plaintiff's 
mouth, should on his motion have been withdrawn from the 
consideration of the jury because there was no competent evi- 
dence to establish the negligence alleged. The Supreme Court 
held, however, that it was proper to allow the jury to consider 
the allegations. During the operation the plaintiff was uncon- 
scious. No one else was present except the defendant and his 
assistant. The plaintiff could not testify as to any of the 
alleged acts of negligence and obviously the others present 
would not. The fact remains, said the court, that fragments 
of a tooth were not removed from the plaintiff's mouth and 
that they escaped into the trachea. The jury could, in view 
of the circumstances and of the testimony of expert witnesses, 
reasonably infer that the defendant’s negligence as charged in 
the allegations was responsible therefor. 

The Supreme Court could find no error in the record and 
consequently affirmed the judgment for the plaintiff—Schamoni 
v. Semler (Ore.), 31 P. (2d) 776. 


Libel and Slander: Report and Testimony of Examin- 
ing Physician Privileged.— Oakes sued the Weil Baking 
Company and Goldenberg, its president, for damages for 
injuries attributed to a- kick administered by Goldenberg. 
Prior to the trial, on the demand of the attorneys for the 
defendants in that suit, Oakes submitted to an examination 
by Dr. Walther, who in a written report to the attorneys 
stated, in part: 


I consider the patient’s mental state decidedly abnormal for a man of 
twenty-five; he is mentally undeveloped, in my opinion. 


At the trial, the report was read into evidence by Dr. Wal- 
ther. Subsequently, Oakes brought the present suit against 
Dr. Walther for libel and slander, alleging that the portion 
of the report quoted above was false and that Dr. Walther 
knew of its falsity, that it was made to humiliate and dis- 
credit him, and that it had no connection with the purpose for 
which he submitted himself for examination and was therefore 
entirely uncalled for. Judgment was given for the physician, 
and Oakes appealed to the Supreme Court of Louisiana. 

A communication, said the Supreme Court, made in good 
faith, on any subject matter in which the party has an interest, 
or in reference to which he has a duty, either legal, moral or 
social, if made to a person having a corresponding interest 
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or duty, is qualifiedly privileged. And such a communication, 
even if untrue, if made as indicated and without malice, cannot 
be the basis of an action for libel or slander. Within the 
rule just announced, Dr. Walther had a qualified privilege to 
make the statement of which the plaintiff complained. He had 
an interest in the subject matter about which he was writing. 
He had been employed to ascertain the plaintiff's physical con- 
dition and to communicate the result of his findings to his 
employers. He had become possessed of information affecting 
their rights, and it was clearly his duty to give them that 
information. It follows, therefore, that in making his report 
to his employers the defendant committed no actionable wrong, 
unless he acted maliciously, which the record shows was not 
the case. The defendant testified that his examination of the 
plaintiff, on which his report was predicated, was both objec- 
tive and subjective. The plaintiff's claims as to his alleged 
injuries were apparently unsatisfactory to the defendant, and 
the statement of which complaint was made was clearly written, 
said the court, in explanation of the defendant’s inability to 
understand the plaintiff's claims. This explanation, further 
observed the court, was obviously made in good faith for the 
purpose of showing why a subjective examination of the plain- 
tiff was unsatisfactory and why the defendant reached the 
conclusion that there was little or no basis for the plaintiff's 
claim of extensive injury in his suit against the baking com- 
pany and Goldenberg. . 

The testimony given by Dr. Walther in court in the prio 
case, in response to questions by counsel, was presumptively 
privileged and before this presumption can be overcome, the 
court said, the plaintiff must show affirmatively that the testi- 
mony was not pertinent and material to the issue involved in 
the case. This, the court said, the plaintiff failed to do. The 
judgment of the trial court in favor of the physician-defendant 
was consequently affirmed.— Oakes v. Walther (La.), 154 
So. 26. 


Insurer’s Right to Autopsy—Cremation of Insured’s 
Body.—The defendant insurance company issued a policy pro- 
viding indemnity against the accidental death of Schachner. 
The policy conferred on the insurance company “the right and 
opportunity to make an autopsy . . . where it is not for- 
bidden by law.” Schachner died on January 3, from asphyxia- 
tion occasioned by breathing poisonous illuminating gas. In 
accordance with directions in his will, his body was cremated. 
Later, on January 8, his widow, the beneficiary named in the 
policy, learned for the first time of the policy when a safety 
deposit box was opened. The insurance company refused to 
pay on the policy and the widow brought suit in the district 
court of the United States for the northern district of Illinois, 
eastern division. Judgment was given for the widow, and the 
insurance company appealed to the circuit court of appeals, 
seventh circuit. 

The insurance company contended that the cremation of the 
body before it had an opportunity to make an autopsy relieved 
it of liability under the policy. Ordinarily, said the circuit 
court of appeals, under a policy similar to the instant one, if 
the insurance company was refused permission to make an 
autopsy, it would be absolved from liability. But here the 
cremation was carried out before the widow had knowledge of 
the existence of the policy. There was no evidence that the 
cremation was not procured in good faith, There was no 
undue haste in disposing of the body. There was no obliga- 
tion on the part of the widow to keep the body indefinitely 
on the possibility that at some future time an insurance policy 
granting the insurer the right to make an autopsy might be 
found. The beneficiary was under no duty to tender the body 
for autopsy. An autopsy may be required only on demand of 
the insurer seasonably made. If after death and before a 
request for an autopsy has been made, the circumstances have 
become such that the request would be unavailing, this of itself 
should not bar recovery on the policy. That there might be 
circumstances under which the insurer would not have the 
right to make an autopsy is clear from the clause of the policy 
which permits it “where it is not forbidden by law.” Where 
it is so forbidden, the claim must be disposed of as though 
no right to autopsy had been given. The parties to the policy 
must have contemplated that if, without fault of the beneficiary, 
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it was impossible to produce the body for autopsy, this of itself 
would not defeat recovery. If it were otherwise, the right of 
recovery under such a policy would be defeated if before it 
was possible to make an autopsy the body had been destroyed 
in a fire or blown to bits by an explosion, or rendered unavaila- 
ble through any other of the many possible happenings. The 
court was satisfied that, under the circumstances of this case, 
cremation of the body before the insurance company had an 
opportunity to request an autopsy did not of itself bar recovery. 

The trial court correctly charged the jury, said the circuit 
court of appeals, that if the evidence tended to show that the 
insured’s death might have been either accidental or suicidal, 
and if the evidence did not preponderate to show suicide, a 
presumption arose that the death was accidental. There is an 
initial presumption against death by suicide. A coroner’s ver- 
dict of accidental death was attached to the proofs of death 
delivered to the insurance company and as such was received 
in evidence. The trial court properly instructed the jury that 
the coroner’s verdict constituted no evidence of the cause of 
death but was received in evidence merely to show compliance 
with the insurance policy which required proof of death to be 
delivered to the company. A coroner’s verdict does not con- 
stitute evidence of any fact or finding therein stated and is not 
admissible as such. 

The judgment in favor of the beneficiary was accordingly 
affirmed.—Ocean Accident & Guarantee Corporation, Limited, 
v. Schachner, 70 F. (2d) 28. 


Paternity of Baby Born 250 Days After Alleged Inter- 
course.—The defendant was convicted of being the father of 
the complaining witness’s illegitimate baby and appealed to the 
Supreme Court of North Dakota, contending that the evidence 
was insufficient to support the conviction. 

The baby was born April 7, 1932. The complaining witness 
testified that the first act of intercourse between her and the 
defendant occurred during the first week of August 1931, 
approximately 250 days prior to the birth of the child. The 
period elapsing between the alleged intercourse and the birth 
of the child, observed the Supreme Court, was thirty days less 
than the normal gestation period, and in order to convict the 
defendant on the charge preferred against him, evidence was 
necessary to show that the birth was premature. No such 
evidence was produced, although the birth occurred in a hos- 
pital and was attended by a physician and nurses who could 
have been called as witnesses. In the absence of evidence 
showing a premature birth, a presumption arises that the birth 
occurred at maturity. Unless in this case the birth was pre- 
mature, said the court, conception necessarily occurred before 
the date on which it is claimed that the defendant had inter- 
course with the complaining witness. Under such circum- 
stances, the defendant could not be the father of the child. 
The Supreme Court therefore reversed the conviction and 
ordered a new trial.—State v. Muldoon (N. D.), 254 N. W. 
475. 


Workmen’s Compensation Acts: Payment of Fees of 
Medical Witnesses Out of Attorney’s Fee.—The Okla- 
homa industrial commission allowed the claimant’s attorney 20 
per cent of the award as his fee, “providing said attorney pay 
the witness fee of the doctors who testified for the claimant 
at the hearing of this case.” In vacating that part of the 
award enclosed in quotations, the Supreme Court of Oklahoma 
said that to permit the fees of the attorney to be divided with 
the physicians who testified in the case would produce a very 
bad situation. Two physicians testifying for the claimant esti- 
mated his disability at 75 per cent and 80 per cent total, respec- 
tively, while the physicians testifying for the employer placed 
the disability at not more than 10 per cent. Such divergence 
of estimates, observed the court, may be bona fide, but if the 
attorney fee which is based on the amount of recovery is to 
be divided with the doctors who testify in the case, there 
exists an incentive for a witness to aid in procuring a large 
award. In reaching this conclusion, the court referred to the 
case of Willhoit v. Prairie Oil & Gas Co., 26 P. (2d) 406; 
abstracted in THE JouRNAL, June 2, 1934, p. 1878.—Magnolia 
Petroleum Co. v. Rader (Okla.), 32 P. (2d) 281., 
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Society Proceedings 


COMING MEETINGS 


American Academy of Orthopedic Surgeons, New York, Jan. 14-16. Dr, 
Philip Lewin, 104 South Michigan Boulevard, Chicago, Secretary. 
American Orthopsychiatric Association, New York, Feb. 21-23. Miss 

Mary A. Clarke, 50 West 50th Street, New York, Secretary. 
Annual Congress on Medical Education and Licensure, Chicago, Feb, 
18-19. Dr. William D. Cutter, 535 North Dearborn Street, Chicago, 
Secretary. 
Pacific Coast Surgical Association, Santa Barbara, Calif., Feb. 21-23. 
Dr. Edgar L. Gilcreest, 384 Post Street, San Francisco, Secretary, 


CENTRAL SOCIETY FOR CLINICAL 
RESEARCH 
Seventh Annual Meeting, held in Chicago, Nov. 2 and 3, 1934 


The President, Dr. W. S. MippLeton, Madison, Wis., 
in the Chair 


Bone Marrow (Sternal) Biopsies 


Dr. E. L. Tuony, Duluth, Minn.: A review of the litera- 
ture is made to bring out the widely varying technical methods 
and to determine whether hematologists feel that the circulat- 
ing blood smear yields all that is needed, exclusive of bone 
marrow smears. Years of diverse interpretation of blood smears 
indicate that, once satisfactory marrow smears are available, 
much correlation is necessary to adjudge the cellular elements 
—their stages and degrees of maturation and preponderance. 
However, the blood work already done should relatively quickly 
point the way to the diagnostic and therapeutic criteria that 
the marrow shall provide in addition to circulating blood smear 
standards. 





DISCUSSION 
Dr. F. J. Heck, Rochester, Minn.: There is some difficulty 
in getting satisfactory staining of bone marrow preparations. 
Downey, following the suggestion of the Herrick Clinic at 
Panama, has obtained excellent results by using the Giemsa 
stain in twice the concentration ordinarily used. 


Iron and Copper in Human Blood 


Dr. ApotpH Sacus, Omaha: A large series of normal 
whole blood iron and copper determinations has been estab- 
lished in adult males and females. There is an apparent rela- 
tionship between the copper and iron levels of human blood. 
When the iron content decreases, the copper content rises. 
This is nicely shown in a large series of cases including all 
types of anemia, pernicious, secondary and sickle cell, and 
leukemias. Tuberculosis and other diseases are included. In 
addition, comparisons of fetal and maternal bloods have been 
made, with some interesting observations. A blood copper 
deficiency, or, in other words, a copper anemia, has never 
been observed in the series. 

DISCUSSION 

Dr. H. Z. Grirrin, Rochester, Minn.: Did Dr. Sachs make 
any observations on the use of copper in children? 

Dr. W. S. Mippteton, Madison, Wis.: As far as our clini- 
cal experience in the adult is concerned, in no type of anemia 
in the wards of the Wisconsin General Hospital did we find 
that copper had any value. A series of eighty cases was studied 
and in none of these was copper effective. 

Dr. ApotpH SAcHs, Omaha: It was not felt that copper 
therapy was necessary, because at no time is there a copper 
deficiency in the human being. As to copper in children, it 
is a peculiar thing that right after birth the child instead of 
having a low copper content soon develops the normal amount. 
The series in children’s blood is not large enough at present 
to report, but this will be done later. 


Iron Retention Following Use of Ferric Ammonium 
Citrate in Hypochromic Anemia 


Dr. W. M. Fow.er and Aperarpe P. Barer, Pu.D., Iowa 
City: Iron balance studies have been done on over thirty 
patients with hypochromic anemia in an effort to determine 
the amount of iron retained as well as the factors that influ- 
ence the retention of iron and hemoglobin regeneration. Six 
cases are reported in which only ferric ammonium citrate by 
mouth was administered. Two patients had anemia secondary 
to chronic uterine hemorrhage, while the remaining four gave 








ane ans ee Oe ee ek lel ee ee ek 


a a oa 





. A, 
1935 


Dr, 
Miss 


Feb, 
‘ago, 


Ta- 
ods 
at- 
one 


dle, 
nts 
ice. 
kly 


-ar 


al 
b- 


cd. 
Ss 


I 


— 2. & 


— oe.“ “oe 





VotuME 104 
NuMBER 2 


no history of excessive blood loss. Large amounts of iron 
were retained by all patients, one retaining the equivalent of 
6.76 Gm. of metallic iron in forty-eight days and another 6.27 
Gm. in twenty-four days. The periods of maximum iron 
storage and of maximum hemoglobin regeneration coincide, 
although only a small percentage of the retained iron was 
utilized in hemoglobin formation. It was found, during the 
course of these balance studies, that patients with so-called 
idiopathic hypochromic anemia lost exceptionally large amounts 
of blood by menstruation. The average amount of blood lost 
by ten such patients was 258 cc., as contrasted to the average 
loss of 54 cc. in ten normal subjects. 
DISCUSSION 

Dr. Howarp L. Att, Chicago: It is interesting that a 
woman can lose so much blood during menstruation without 
being conscious of it. This confirms the general impression 
that menstrual bleeding is an important factor in the cause 
of hypochromig, anemia ,with achlorhydria. I have followed a 
series of such cases over a period of two years after the dis- 
continuance of iron therapy. Three patients who had either 
a natural or an artificial menopause remained quite well, 
whereas it was the rule for the younger patients to have a 
relapse. Menstruation as a factor in the production of the 
anemia in these patients is thus suggested. 

Dr. Cecr. Striker, Cincinnati: Did the feeding of hydro- 
chloric acid expedite the storage of iron in the body? 

Dr. C. W. Batprince, Iowa City: In observing these results 
I have been impressed with the unreliability of the history in 
ascertaining whether or not a patient loses a normal amount 
of blood by menstruation. The patient’s statement is only an 
opinion, because she usually has no standard with which to 
compare herself, the concentration of hemoglobin in menstrual 
fluid varies and commercial vaginal napkins are capable of 
absorbing a surprisingly large amount of fluid. By measuring 
the iron content of material lost by menstruation, Dr. Barer 
found marked variations. Menstrual iron in one case was 
equivalent to only 7 cc. of the patient’s own blood, while in 
another it was equal to 992 cc. These figures represent the 
extremes among those patients who considered that they men- 
struated a normal amount. 


Dr. W. M. Fow rer, Iowa City: I am unable to answer 
Dr. Striker’s question in full. We have balance studies in 
progress to determine the influence of added hydrochloric acid 
and in those completed there has been no appreciable effect. 


Splenectomy in Acute Erythroclastic and Thrombo- 
clastic Crises and in Hypoplastic Anemia 

Drs. CHarLtes A. Doan, Georce M. Curtis and Bruce K. 
WisEMAN, Columbus, Ohio: The role of the spleen, both as 
an inhibitor and as a stimulatory factor, in the hemolytopoietic 
equilibrium has been demonstrated. Its influence in many 
clincial syndromes is reflected through a selective effect on one 
or more of the formed elements of the blood. Splenectomy, 
while recognized as an effective therapeutic measure in chronic 
congenital hemolytic jaundice and in certain types of throm- 
bopenic purpura, has been considered to be definitely contra- 
indicated in acute hemoclastic crises. Our studies of the 
dramatic cellular responses — including blood platelets, white 
cells and erythrocytes—that follow immediately on the removal 
of the pathologic spleen in patients with chronic disease, led 
to the conviction that, with adequate medical and surgical 
management, splenectomy should be a safe and rational pro- 
cedure and the method of choice in the treatment of acute 
splenic crises, even in the presence of a severe anemia. Emer- 
gency splenectomy has therefore been performed during acute 
erythroclastic and thromboclastic crises and has been com- 
pletely justified by the immediacy with which the pathologic 
process has been stopped and recovery initiated in critically 
ill patients. Blood transfusion and liver extract are distinctly 
contraindicated in hemolytic icterus; blood transfusions are 
indispensable in the treatment of thrombopenic purpura. The 
physiologic inhibitory and phagocytic functions of the spleen 
tor blood cells underlie the rationale for the removal of the 
“normal” or atrophic spleen in hypoplastic anemia, with the 
reestablishment, at least temporarily, of a more normal equi- 
librium. Sixteen successful splenectomies covering a wide range 
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of diseases—hemolytic jaundice, thrombopenic purpura, Banti’s 
syndrome, myeloid and lymphatic leukemia, polycythemia vera, 
and hypoplastic anemia—form the basis of the conclusions in 
this study. 

DISCUSSION 

Dr. O. H. Rosertson, Chicago: I should like to know the 
authors’ ideas concerning the mechanism of this striking rise 
in red blood cells following splenectomy. 

Dr. STANLEY E. Dorst, Cincinnati: Did you make a second 
count after the spleen had been delivered but before the pedicle 
was cut and the spleen removed? 

Dr. M. A. BLANKENHORN, Cleveland: I should like to ask 
the authors what their diagnosis was when the chart showed 
an immediate postoperative leukocytosis of 70,000. Also I 
should like to ask them to reiterate the indications for the 
removal of a spleen weighing 40 Gm. and how they came to 
the conclusion that such indications are valid. 

Dr. S. H. GotpHamer, Ann Arbor, Mich.: I should like 
to know whether the counts were made on capillary or on 
venous blood, and whether there was a control on the blood 
volume in these counts. 

Dr. J. A. Evans, La Crosse, Wis.: The authors speak 
about liver extract being contraindicated in familial hemolytic 
jaundice. I understand that Murphy recommends liver extract. 
Would the authors tell us why they feel that liver extract is 
contraindicated ? 

Dr. Georce M. Curtis, Columbus, Ohio: Concerning the 
rationale of splenectomy in acute hemoclastic crises, my early 
studies showed an immediate postoperative rise in both red 
cells and hemoglobin. This ensued soon after the spleen was 
removed. Counts were taken fifteen minutes after splenectomy 
and thereafter at frequent intervals. These results of the 
immediate effects of splenectomy in hemolytic icterus raised 
the question of their occurrence in the acute crises. Since 
essentially an autotransfusion followed splenectomy for hemo- 
lytic icterus, it seemed to be indicated in acute hemoclastic 
crises. This has been accomplished twice, successfully. One 
patient with a large stone in the common duct had a double 
jaundice, an acute obstructive jaundice and a hemolytic jaun- 
dice. A cholecystostomy was made, and it precipitated an 
acute hemoclastic crisis. There was a fall in the hemoglobin 
and red cells. An emergency splenectomy was done fifty-eight 
hours after the cholecystostomy. The patient recovered from 
this, with a characteristic rise in red cells and hemoglobin. 
No such rise followed the cholecystostomy. Results give me 
hope that there can be surgical intervention in acute hemoclastic 
crises. This is largely contrary to the present view. 

Dr. Bruce K. WiseEMAN, Columbus, Ohio: During this 
study, some facts developed that seem to have an important 
bearing on the pathogenesis of congenital hemolytic icterus. 
The controversy has waged for many years as to whether the 
inherited defect is primarily an abnormality of the bone mar- 
row or of the spleen. Those who adhere to the belief that 
the inherited defect is in the bone marrow regard the asso- 
ciated overactivity of the spleen in destroying red blood cells 
as simply a compensatory phenomenon designed to remove 
from the blood stream the defective units produced by an 
abnormal bone marrow. Those who regard the spleen as the 
tissue that has inherited the defect, in this case a defect result- 
ing in an increased hemolytic activity, attribute the associated 
abnormality in the red blood cells as secondary to a damaged 
bone marrow produced by the long continued demand made on 
it for cells which it never can quite produce in adequate num- 
bers without eventually some sacrifice in quality. If the first 
of these hypotheses is correct, no change in the quality of these 
cells as regards fragility, average diameter and thickness would 
logically be expected after splenectomy, since the primary defect 
responsible for the abnormal characteristics of these cells would 
still be intact. On the other hand, if the spleen is responsible 
for the damaged red cells incident to a hard-driven bone mar- 
row, one would expect to find some cases in which the damage 
to the bone marrow had not progressed to an irreparable stage 
and which, on removal of the overactive spleen, might again 
become normal with the production of cells with normal physi- 
cal characteristics. In one of our patients, 2 woman, aged 47, 
who had been the victim of her disease for at least twenty 
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years, the blood examined about eighteen months after sple- 


nectomy showed the presence of red blood cells without any of 
the defects so characteristic prior to the surgical treatment. In 
fact, in all our cases in which operation has been performed, 
the blood cells have shown a partial return to normal as 
regards fragility, diameter and thickness. Additional follow 
up of these cases will be made to see whether in any of the 
latter eventual restoration to normal will occur. In any case 
it would seem that the complete restoration to normal of the 
red cells in one case and the partial restoration in the others 
constitutes evidence that with the removal of the spleen the 
primary source of the inherited defect has also been removed, 
thus implicating the spleen and not the bone marrow as the 
primarily defective tissue that gives origin to the sequence of 
events terminating in the syndrome and characteristic features 
of congenital hemolytic icterus. 

Dr. CHarLtes A. Doan, Columbus, Ohio: Dr. Robertson 
asks as to the nature of the mechanism responsible for the 
promptness of the erythrocyte increase following splenectomy. 
We believe it to be of twofold origin. First in importance is 
the reservoir function of the spleen itself, greatly magnified 
when splenomegaly exists. Studies of splenic artery and vein 
blood at operation have indicated that in pathologic states, 
such as congenital hemolytic icterus, many more erythrocytes 
enter than leave this organ. Under the conditions of operative 
manipulation and the administration of epinephrine, sequestered 
red cells not already destroyed by the splenic phagocytes are 
forced into the general circulation and remain available after 
ligation of the pedicle. Secondly, the high reticulocyte per- 
centage must reflect an unusually active bone marrow produc- 
tion of new erythrocytes, which, with both reservoir and 
destructive activities of the spleen eliminated, accomplishes a 
more effective mobilization of essential blood elements: as_evi- 
dence, the immediate increase in erythrocyte fragility range 
postoperatively, followed later by a decrease. To answer the 
query as to just when the increase in circulating units occurs, 
we have made frequent observations on the day of operation 
before and during as well as after removal of the spleen. 
Some elevation in the total count from a well established base 
line may be noted before the patient is taken to the operating 
room and during the preliminary preparations, but the maxi- 
mum peak is not attained until ligation of the pedicle has 
completely eliminated the spleen from the circulation. 
Dr. Blankenhorn inquires as to the reason for a 70,000 total 
white count in case 6 of hemolytic jaundice immediately after 
splenectomy. The base line leukocyte counts in this particular 
individual had been between 12,000 and 15,000, reflecting a 
sensitive myelocytic marrow, which in response to the opera- 
tive trauma gave an unusually generous transitory granulo- 
cytosis. All cells were mature actively motile elements with 
some nuclear “shift to the left,’ denoting an ordered delivery 
of new elements from the marrow. The variability in the 
degree and duration of postoperative leukocytoses in these cases 
has been no greater than that encountered following other 
types of surgical manipulation. To the request for the rationale 
of splenectomy in hypoplastic anemia in which no enlargement 
of the organ occurs, I would cite the Frank-Krumbhaar law of 
increased erythrocyte resistance, erythremia, persistent throm- 
bocytosis and leukocytosis following removal of the normal 
mammalian spleen. Our own experimental and clinical experi- 
ence clearly implies a normal, physiologic splenic control of 
blood destruction and inhibition of new cell delivery, which in 
the race of a waning competency on the part of the marrow 
may prematurely precipitate a critical shortage of essential 
units. Under such circumstances, when evidence of some 
regenerative activity remains, the removal of a normal or even 
atrophic spleen may reestablish temporarily a positive balance; 
i. e., of more than two years’ duration to date in the case 
reported in this series. The principles involved are not unlike 
those invoked in the advocacy of total removal of the normal 
thyroid gland for cardiac decompensation. Our studies have 
included both capillary and intravenous blood samples, in par- 
allel, with comparable observations throughout. Hematocrit 
and hemoglobin studies have confirmed the absolute increase 
in actual cell volume that follows splenectomy. Liver extract 
is not indicated in the treatment of congenital hemolytic jaun- 
dice because we believe the inherent difficulty to be in spleen 


SOCIETY PROCEEDINGS 


Jour. A. M. A, 
JAN. 12, 1935 


and not in bone marrow; the pathologic change in the marrow 
is a hyperplasia of erythropoietic tissue at the erythroblastic 
and not at the megaloblastic level. Liver extract is contra- 
indicated in hemolytic jaundice because in our experience and 
in the published experience of other investigators an exacer- 
bation of the hemolytic diathesis frequently follows its use. 
No significant alteration in the reticulocyte percentage js 
apparent on the day of operation, though a prompt subsidence 
to normal occurs during the early postoperative convalescence. 
This may be interpreted to indicate that there is no sudden 
speeding up of the bone marrow delivery of new erythrocytes 
immediately after splenectomy to explain the relative erythre- 
mia that has been noted; rather is the phenomenon that of 
decreased cellular destruction. May I reiterate that, while 
present knowledge of splenic function is incomplete, it is suf- 
ficient to justify ligation of the splenic artery or, when possible, 
the removal of the spleen, when evidences of acute cellular 
destruction or of critical marrow insufficiency point to this organ 
in clinical disease states. ‘ . 


The Intrinsic Factor (Castle) in Subacute Combined 
Cord Degeneration Without Anemia 


Drs. Rosert T. Porter and Water L. PAtmer, Chicago: 
The secretory functions of the stomach in cases of subacute 
combined cord degeneration without anemia have received rela- 
tively little study. A patient with the history and evidences 
of subacute combined cord degeneration with a normal blood 
count and a histamine proved achylia was studied after the 
method of Castle. The patient’s gastric juice obtained by his- 
tamine stimulation was incubated with ground beef and fed to 
two patients with typical pernicious anemia. There was no 
increase in reticulocytes or in the blood count after eleven days. 
This is interpreted as showing an absence of the intrinsic factor 
in this case. 

DISCUSSION 

Dr. Louis Leiter, Chicago: I should like to ask whether 
controls were run on individuals who should have had the 
intrinsic factor. 

Dr. Harry Gorpsiatt, Cleveland: I should like to ask why 
Castle’s extract of normal gastric juice was not used as the 
control material in the second period. It would seem to me 
that this would have been better than to use liver extract in 
the second period. 

Dr. S. M. GotpHAMeErR, Ann Arbor, Mich.: If the “intrinsic 
factor” of Castle is supposed to be a substance necessary for 
the maturation of red blood cells, why is there any hemato- 
poiesis in this case, unless the “intrinsic factor” is present in 
the gastric juice. Patients with pernicious anemia in relapse 
have red blood cell counts at different levels, some having two 
million, others three million, and so on. How can this varia- 
tion be accounted for if the “intrinsic factor” is absent? It 
seems to me that it is not a question of the absence of the 
“factor” in the gastric juice but rather a quantitative deficiency 
that causes the variable degree of anemia. If this is true, in 
this case there is not a sufficient decrease in amount of the 
“intrinsic factor” to produce the anemia at present, or the 
patient still has a sufficient amount stored ir the liver to main- 
tain a normal blood count. In patients with gastrectomy, the 
pernicious-like anemia may develop anywhere from two to 
fifteen years following the operation. Perhaps, if one waits 
long enough, this patient will develop an anemia. 

Dr. WALTER L. Patmer, Chicago: In some cases in which 
the entire stomach has been removed, pernicious anemia has 
failed to develop even after many years. Our feeling is that 
the relation between the intrinsic factor of Castle, pernicious 
anemia and combined cord degeneration is rather obscure in 
spite of the excellent work of Castle. 

Dr. Rosert T. Porter, Chicago: In answer to Dr. Leiter, 
we have studied two normal persons and found a definite 
reticulocyte response. In answer to the question why we did 
not use normal gastric juice in the second case, the patient 
became so concerned over the lack of improvement that we 
had to do something. As Castle has shown that ten days 1s 
sufficient time in which to secure response from this intrinsic 
factor, we concluded that it was from the liver extract. We 
had no chance to use the intrinsic factor of Castle in the first 
case, because of the lack of cooperation of the patient. We 
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of course do not know much about the developing of red cells. 
\Whether there is a factor in liver that is comparable to the 
combined extrinsic and intrinsic factors, I am unable to say. 


Effect of Irradiation on White Blood Cells in 
Chronic Myelogenous Leukemia 


Dr. F. H. Betruett, Ann Arbor, Mich.: With the decrease 
in number of all types of leukocytes after irradiation in chronic 
myelogenous leukemia (intensive study of six cases) there is 
4 slight increase in the relative number of neutrophils, with 
a definite rise in the ratio of adult to young forms. The per- 
centage incidence of cytoplasmic basophilic granulation is 
increased, and as the cells affected are chiefly young neutro- 
phils this phenomenon may not properly be considered as 
degenerative in nature but rather as due to an effect on the 
cells before their release into the circulation. Vacuolization, 
however, occurs almost exclusively in the older cells and is 
probably a degenerative effect. The decreased percentage of 
vacuolated cells after treatment does not support the conten- 
tion that the action of the roentgen ray on myeloid tissues is 
strictly degenerative. * 

DISCUSSION 

Dr. Cuartes A. Doan, Columbus, Ohio: I should like to 
ask, first, what dosage of x-rays was used in these cases. 
Second, what effect do the x-rays have on the agranular or 
very young forms, the myeloblasts, which predominate in some 
cases? Is it possible to administer a “maturation dosage” of 
x-rays to these cells? 

Dr. RapHaet Isaacs, Ann Arbor, Mich.: This work shows 
for the first time that after roentgen treatment an increase is 
not found in the number of cells which, it is known, are degen- 
erated. The present view held by most people is that the 
x-rays kill the cells. Consequently we looked at the smears 
before and after roentgen treatment, and we found fewer killed 
cells after irradiation than before. The interesting thing is 
that no one has thought of looking at the blood before roent- 
ven treatment to see the number of degenerated cells floating 
around. They looked after treatment and saw them appar- 
ently increased. Dr. Bethell has found them decreased. 

Dr. F. H. Betuett, Ann Arbor, Mich.: Our usual policy 
is to treat patients with myelogenous leukemia intensively over 
a short period rather than with smaller dosage over a longer 
period. The patients referred to in the paper received 200 
roentgens, measured at the level of the skin, in each treatment. 
The areas treated were 16 by 16 cm. and were situated in the 
anterior and posterior splenic region. We have not recently 
treated patients in the myeloblastic stage, as in the few 
instances in which this has been done the results have been 
unsatisfactory. 


Effect of Fever on the Circulation 


Drs. J. Murray KinsMAN and JoHN WALKER Moore, Louis- 
ville, Ky.: Fever was produced by the use of a vaccine or 
an infra-red heat cabinet. With these fevers the cardiac output 
is increased when the pulse rate is below 120 but remains 
normal or actually becomes decreased when the pulse rate is 
above 120. The lesser circulation time is usually decreased 
with fever, but it seems to bear no constant relationship to the 
output or the pulse rate. The venous pressure in fever from 
vaccine therapy shows little or no change from normal, whereas 
it shows a decided rise with fever resulting from infra-red 
cabinet heat. The systolic and diastolic blood pressures are 
almost invariably lower than normal with fever from infra-red 
heat, but little or no change occurs with fever from the use 
ot vaccine. The work of the heart with fever as calculated 
from the work formula of Starling shows an increase when 
the output is greatly increased and a decrease when the output 
shows little change. The determinations of cardiac output and 

/ on were carried out with the dye injection (direct) method. 


DISCUSSION 

Dr. L. N. Katz, Chicago: This communication corresponds 
with experiments on animals. However, caution should be 
used with regard to the method employed for determining 
cardiac output in man. The accuracy of this method of mea- 
suring cardiac output has been seriously questioned. Conse- 
quently until such time as this particular method is checked 
with the direct Fick principle involving puncture of the right 


SOCIETY PROCEEDINGS 147 


and left ventricle, one can consider the interpretation as being 
suggestive but not proved. 

Dr. WALTER M. Simpson, Dayton, Ohio: These data coin- 
cide closely with clinical observations that I have made during 
the treatment of patients with artificial fever by physical meth- 
ods. I have found that methods requiring a prolonged period 
of induction result in more serious demands on the cardiovas- 
cular system than those methods which induce fever rapidly. 
If the method elevates the fever level to 105 or 106 F. within 
forty to fifty minutes, the patient tolerates the remaining five 
or six hours of therapeutic fever at that level much better than 
if it required two hours to raise the temperature to the desired 
level. The newer methods that have been devised for the 
artificial induction of fever provide the physiologist and the 
clinician with instrumentation for valuable studies of cardio- 
vascular function. It is apparent to those who are engaged in 
work in this field that knowledge of the physiology of fever is 
exceedingly inadequate. The means are now at hand for exten- 
sive studies in this field. 

Dr. JoHN Waker Moore, Louisville, Ky.: In answering 
Dr. Katz’s criticism of our injection method for determining 
the cardiac output, I would say that we have checked with 
close agreement the method against the direct Fick in dogs 
and against direct measurement of flow in heart-lung prepara- 
tion and various types of glassware experiments. 

Dr. J. Murray Kinsman, Louisville, Ky.: Dr. Moore has 
answered Dr. Katz’s question at least partially, but I might 
emphasize that we began to put faith in this method only after 
we had done exhaustive experimentation from all angles on 
dogs and in glass-water experiments. In those experiments 
we were able to calculate the output of fluid within 5 per cent. 
There is no point in going into the accuracy any more in detail 
here except to say that it is our belief that rebreathing meth- 
ods are of little value in cases of cardiac decompensation 
because of the changes in oxygen level. We believe that they 
will not give an accurate picture of what is going on. We 
realize that our method will not be accepted entirely until 
others have had a chance to use it and until, as Dr. Katz 
said, it is checked by the direct puncture. Dr. Striker asked 
about the effect on the myocardium. So far as we can tell, 
we have noticed no bad effects. The dye is not toxic in the 
quantity we use. As far as puncture is concerned, no’ harm 
has been seen to result from it. Dr. Middleton wanted to 
know about the changes in pressure. We do not know any 
more about that than stated. It is just a matter of theory 
as to whether the procedure here discussed reflects the true 
pressure inside the body. We have not investigated the venous 
pressure in the vein in relation to capillary pressure. 


Precordial Leads in Normal Persons and in 
Patients with Ventricular Hypertrophy 

Drs. F. D. Jounston, C. E. KossmMan and F. N. Witson, 
Ann Arbor, Mich.: Using a method that records the potential 
variations of a single electrode, we took leads from six dif- 
ferent points simultaneously with lead 1 in a series of thirty 
normal persons. Similar curves were taken in a series of 
patients with ventricular hypertrophy. In normal subjects the 
chief upstroke, which is analogous to the intrinsic deflection 
of direct leads, occurred about 0.02 second earlier on the right 
side of the precordium than on the left. In left ventricular 
hypertrophy this difference in the time of the chief upstrokes 
is usually greater than normal; in right ventricular hyper- 
trophy it is usually less. The normal precordial electrocardio- 
gram and that obtained in curves of ventricular hypertrophy 
also differ with respect to the absolute and relative amplitudes 
of the different QRS deflections on the two sides of the 
precordium. 

DISCUSSION 

Dr. L. N. Katz, Chicago: I wonder whether some of the 
differences in the onset of the rise of QRS in the precordial 
curves over the right and left ventricles could not be explained 
either (1) by an abnormal position of the two ventricles in 
relation to these fixed points or (2) by an abnormal degree 
of approximation or separation between the anterior chest wall 
and the heart. These factors must be ruled out before the 
changes can be attributed to the altered sequence of stimulation 
of the two ventricles. 
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Dr. F. N. Wirson, Ann Arbor, Mich.: We adopted this 
method of leading because we found that in animals it yielded 
precordial curves that resembled the curves obtained by leading 
directly from the anterior surface of the heart more closely 
than the precordial curves obtained by other methods. When 
the hind leg is used as the indifferent point in dogs, there is 
a striking resemblance between the precordial and the direct 
curves in most of the experiments but not in all. Experience 
has shown that the resemblance is still more striking and is 
more consistently found when the present method is used. The 
statement that precordial leads yield curves similar to those 
that would be obtained by leading from the anterior surface 
of the exposed heart is based not on theoretical considerations 
but on what is actually found to be the case in animal 
experiments. 


Influence of Position and Contact of the Heart 
on the Electrocardiogram 


Drs. J. R. Smitu and W. B. Kowuntz, St. Louis: There 
has been considerable discussion concerning the nature of the 
human electrocardiogram. Lewis, in a study on animals, 
expressed the view that the human levocardiogram is charac- 
terized by an upward deflection in lead 1 and a downward 
deflection in lead 3, and that the dextrocardiogram is downward 
in lead 1 and up in 3. Barker and others, by stimulating the 
human heart directly, have found the opposite to be true in each 
instance. It has been demonstrated that contact of the heart to 
the chest and contact of the heart in the chest may influence 
tremendously the electrocardiographic curves. As it is impos- 
sible to separate these two factors with the heart inside the 
chest, a different technic was devised, in order to separate the 
influence of these two factors. A dog heart-lung preparation 
(Starling) was set up; the thorax of a cadaver, recently dead, 
was opened and the heart removed. The apex of the dog’s 
heart was connected by means of an electrode to the human 
esophagus, with the preparation outside the thorax. The 
esophagus of the preparation could thus be connected to an 
electrode in any portion of the human thorax. The three 
standard electrocardiographic electrodes were attached to the 
wrists and left ankle of the cadaver in the usual fashion, and 
electrocardiograms obtained. Such an arrangement caused the 
cardio-electrical impulses arising in the dog’s heart to be 
reflected in the cardiograms using the three leads from the 
cadaver, though the heart-lung preparation was outside the 
body. It was found that the direction of extrasystole complexes 
could be changed by modifying the point of contact of the chest 
electrode to right or left of the spine on the posterior thoracic 
walls or to the right or left anterior thoracic walls. Extra- 
systoles were produced by directly stimulating the lateral walls 
of the ventricles of the heart preparation with an interrupted 
current. With the chest electrode in the left anterior part of 
the chest, extrasystole complexes from either ventricle gave 
curves similar to those of Barker, obtained in man. Changing 
the chest electrode to the right posterior part of the chest, and 
producing extrasystoles in the same way, resulted in curves 
like those Lewis obtained in the dog. From this work it would 
appear that contact of the heart within the chest and the elec- 
trical resistance of tissues through which the cardio-electric 
impulse passes are important factors in determining the type 
of curve a given extrasystole will produce. 


DISCUSSION 


Dr. F. N. Wirtson, Ann Arbor, Mich.: I am particularly 
interested in the present study, although I would not venture 
to say exactly what it means without careful consideration of 
the details of the experiments. There are one or two comments 
I should like to make. A cadaver, considered as a conductor 
of electricity, is not exactly the same as the living body. My 
associates and I made that discovery when we attempted to 
study the distribution of electric currents in a cadaver some 
two or three days old. It was found that the dependent parts 
of the body contained most of the fluid, and it seemed probable 
that this altered the conductivity of these parts and was respon- 
sible for some of the anomalous results that we obtained. I 
should like to point out also that normally the heart is com- 
pletely surrounded by a conducting medium. The electrical 
field which it generates must be altered more or less by any 
procedure that changes the resistance between any two points 
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of this field. When the heart is removed from the body it 
may continue to generate the same currents, but the distribution 
of these currents is necessarily greatly altered, and the potential 
variations that occur at any point on the heart’s surface may 
bear no resemblance to those that occurred at the same point 
when the heart was in its natural position. Merely exposing 
the anterior surface of the heart must greatly alter its electrical 
field. In some instances the three standard leads are adequate 
to detect these alterations; in other cases they are not. When 
the three leads remain the same, it is not justifiable to say that 
the electrical field of the heart has not been changed, for only 
three points of this field have been investigated. 

Dr. L. N. Katz, Chicago: This excellent study, taken in 
conjunction with the work by Eyster and that of the laboratory 
with which I am affiliated, raises the question whether the 
vector analysis introduced by Einthoven might be incorrect as 
used at present. For example, recent studies of ours have 
shown that insulation of the heart completely abolishes the 
electrocardiographic defiections. We have found that the pos- 
terior muscle mass and the diaphragm are the good electrical 
conductors and that the blood vessels and lungs are the poor 
conductors. In reality our work suggests that the position of 
the heart in the chest in relation to the good and poor con- 
ductors is perhaps the most important factor that determines 
the contour of the electrocardiogram. 


Dr. W. B. Kountz, St. Louis: The curves here presented 
are not considered to be normal electrocardiograms, but rather 
a cardio-electrical impulse directed through the cadaver in such 
a way as to give a normal appearing electrocardiogram. We 
believe with Dr. Wilson that a body which has been dead for 
some time is not a good medium for study with regard to the 
electrical conduction. We have tried to avoid this as much 
as possible by obtaining bodies soon after death. The question 
of the relationship of the electrical axis is interesting. As the 
electrodes are moved laterally, in some bodies 4 cm. from the 
midline, there are changes in the character of the normal com- 
plexes. These complexes take on the features described as leit 
and right axis deviation. Within a close range on both sides of 
the median line, the normal complexes are upright in all leads, 
but the extrasystoles are inverted. The results of these experi- 
ments appear to conflict with the Einthoven theory. It appears 
that other factors, such as conduction of the electrical impulse 
through the tissues, may influence the electrocardiogram. These 
results, however, must not be too hastily assimilated until con- 
ditions of conduction resembling more closely those found in the 
living body have been studied. 


SYMPOSIUM ON RELATIONSHIPS OF HYPO- 
THALAMUS AND HYPOPHYSIS 


1. Somnolence Resulting from Lesions 
in the Hypothalamus 


Dr. S. W. Ranson, Chicago: Prolonged somnolence lasting 
for many days can be produced in cats and monkeys by lesions 
in the hypothalamus. After recovery from the somnolence the 
monkeys showed a remarkable decrease in emotional excitability. 
They became tame and tractable, although before the operation 
they were wild and exceedingly difficult to handle. An explana- 
tion of these observations will be attempted. 


2. Relation of the Hypothalamicohypophyseal System 
to Diabetes Insipidus 


W. R. Incram, PuH.D., and CuHartes Fisuer, Pu.D., 
Chicago: Permanent polyuria has been produced in twenty 
cats by placing small lesions so as to interrupt the tractus 
supra-opticohypophyseus. Lesions elsewhere in the hypothala- 
mus in a large series of cats have not produced such effects. 


3. Effect of Hypothalamic Lesions and Stimulation 
of the Autonomic Nervous System on 
Carbohydrate Metabolism 


Dr. Loyat Davis, Chicago: Hyperglycemia and glycosuria 
are not produced by pancreatectomy in cats that have a lesion 
of the hypophysis produced by the Horspey-Clarke stereotaxic 
instrument. Bilateral hypothalamic lesions, symmetrically placed 
with the stereotaxic instrument, may be followed by pan- 
createctomy without the development of hyperglycemia and 
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glycosuria. Such lesions must be situated in the tuber cinereum 
slightly rostodorsolateral to the mamillary bodies at the level 
of the ventromedial hypothalamic nucleus. Stimulation of the 
superior cervical sympathetic ganglion and the stellate ganglion 
in cats produces a marked hyperglycemia and glycosuria. These 
results are not obtained following section of the splanchnic 
nerves or bilateral, symmetrical lesions of the hypothalamus. 


The Recognition of Myxedema 


Dr. H. D. KitcuHen, Winnipeg, Manit.: The term myxedema 
implies a profound metabolic disturbance and conjures up a 
picture of an individual whose mental and physical processes 
are greatly slowed, with expressionless face, tropic changes 
evidenced by thin dry hair and coarse dry nails, and exhibiting 
adiposity and a very marked intolerance to cold. One expects 
to find on examination a low blood pressure, slow pulse and a 
basal metabolic rate of minus 30 or lower. Women may give 
a history of sterility or amenorrhea. Such is the picture that 
most physicians visualize when thinking of a case of myxedema, 
and yet in spite of this definite clinical conception or perhaps 
because of it, many cases are overlooked. Diagnostically most 
practitioners are prone to be concerned primarily with the 
patient’s most outstanding complaint and neglect often to see 
the patient as a whole. There are several reasons for this. In 
the first place the history may be misleading and the patient 
may not complain of undue fatigue because he may not 
remember feeling any different and may regard his condition 
as normal. Intolerance to cold may also be taken for granted 
and the wearing of additional clothing (such as a sweater) in 
a comfortably heated room or extra clothing when outdoors 
and the use of extra bedding may have become so fixed a part 
of the routine that it does not cause any voluntary mention by 
the patient. A careful history, however, will usually elicit these 
facts, which are of the greatest importance. Undue reliance on 
the basal metabolic rate and not enough on clinical evidence 
may prove fallacious, and there is unfortunately a tendency to 
demand that, in a case in which the suspicions are aroused, the 
basal rate must of necessity conform to the low level usually 
expected before the diagnosis of myxedema can be made. The 
greatest cause for error is undoubtedly the focusing of the 
attention on symptoms. These may be very pronounced and 
at times very misleading, because they do not suggest the 
underlying endocrine disorder. Anemia, joint pains, flatulent 
dyspepsia, menorrhagia, extreme dyspnea, and chest pain of 
anginal character are some of the common symptoms of myx- 
edematous patients. This presentation emphasizes some of the 
difficulties that result from undue concentration on symptoms. 
Diagnostic errors of this sort can be minimized if patients are 
regarded not as stomachs, hearts or chests but as individuals. 


Lipoid Pneumonia in an Adult 

Dr. Frep E. Bari, Chicago: In a case of lipoid pneumonia 
in an adult the cause was the long continued use of liquid 
petrolatum as a nasal spray. [The clinical history, pathologic 
changes and microscopic sections of the lungs were presented 
and the pertinent literature was reviewed. ] 

DISCUSSION 

Dr. J. J. Srncer, St. Louis: My experience with iodized 
poppy-seed oil proves that vegetable oils do not produce the 
evil results that liquid petrolatum does. I have used iodized 
poppy-seed oil in patients over a period of years and in children 
who have been much weakened and yet there were no signs of 
lipoid pneumonia. It is my experience that, since these chil- 
dren who are bottle fed and fall asleep with the bottle in the 
mouth are relaxed, a certain amount of milk enters the lung. 
One thing is certain, though it is sometimes forgotten: the 
cough reflex is not very sensitive in many people and objects 
that are swallowed apparently do enter the lungs. I am sure 
from the reports of a large number of cases recorded in chil- 
dren that many more cases have occurred than has been sus- 
pected. I mention the question of iodized poppy-seed oil because 
it is brought up often by people who are not familiar with its 
diagnostic value and who believe that such occurrences happen. 
In my experience I have not had it happen. I find by the use 
of the various iodized oils that I am able to make a diagnosis 
that could not otherwise be made. By removing the fear that 
it is dangerous, papers of this sort will have a tremendous value. 
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Artificial Pneumothorax in the Treatment of 
Acute Lobar Pneumonia 


Dr. L. E. Hines, Chicago: Twelve selected patients with 
acute unilateral lobar pneumonia were treated by artificial 
pneumothorax. Nine received immediate symptomatic relief of 
pain and dyspnea. It appeared that the procedure brought on 
an artificial crisis in four patients. Four (33 per cent) died 
and necropsies revealed an early pneumonia in the opposite lung 
of two patients. A localized pyopneumothorax was present at 
necropsy near the site of thoracentesis in one patient. 


Renal Status and Alkalosis 


Drs. M. W. Bincer and E. H. Bercer, Rochester, Minn.: 
A series of eight cases of renal insufficiency associated with 
alkalosis were studied. Six of the patients had duodenal ulcer, 
one a malignant ulcer of the stomach, and one had been treated 
for ulcer but no ulcer was found. All patients had received 
intensive alkali therapy. While data were lacking regarding 
the renal status prior to alkali therapy, it is probable that these 
cases presented some degree of renal damage prior to alkali 
therapy which impaired the acid base regulating function of 
the kidneys and concurrently the alkalosis augmented the renal 
insufficiency. It is emphasized that previously impaired renal 
function is an important etiologic factor in alkalosis and should 
be considered in the alkali treatment of peptic ulcer. It is noted 
that patients who have renal damage do not tolerate well either 
acid or basic salts, there being a tendency to develop acidosis 
when acid salts are given and alkalosis when alkalis are admin- 
istered. The role that the liver plays in this balance is not 
definitely determined. In these cases there was little evidence 
of hepatic insufficiency. 

DISCUSSION 

Dr. WALTER L. PALMER, Chicago: How long after the use 
of alkali therapy was the renal function determined? Also, in 
how many instances of previously determined impaired renal 
function did alkalosis develop? I have not observed any greater 
tendency to alkalosis in cases of impaired renal function than 
in those with apparently normal function. In my experience, 
when one follows the urea clearance test of renal function dur- 
ing alkalosis, the renal function decreases as the carbon dioxide 
increases. For instance, a patient with normal kidney function 
to start with will develop alkalosis. With the discontinuance 
of alkalosis the renal function has in my cases returned to 
normal except in a very few cases in which there was reason 
to think that previously existing renal damage had been present. 


Dr. Wiser E. Post, Chicago: The treatment of ulcer is 
out of my present line of study, but I have had occasion to 
observe cases of alkalosis in connection with study of mineral 
metabolism over a period of several years in association with 
Dr. Hoffman and Dr. Thomas. It is well recognized that 
alkalosis is much more likely to take place in cases of obstruc- 
tion of the pylorus. In fact, one can predict it with certainty 
if one gives a considerable quantity of alkali. In the next place, 
when a small amount of fluid is given with the alkali, alkalosis 
is likely to occur. A part of the significance of the latter is 
made clear when one recognizes in the studies of Dr. Hoffman 
that were presented to this society a year ago that the reten- 
tion of water is equivalent to 1 liter for each 3.5 Gm. of sodium. 
If the patients do not get water, the sodium will not be excreted 
and they will get alkalosis. In view of these observations, the 
part that appeals to me is this: it is a question in my mind 
whether renal dysfunction referred to in this paper is not in 
truth an impairment of the other tissues of the body. There 
is profound disturbance of water balance in the tissues, even 
to the point at which dextrose and salt solution injected sub- 
cutaneously will not be absorbed at all. The administration 
of acid and large quantities of water is, of course, the means of 
correction. 

Dr. Norman M. Keitu, Rochester, Minn.: This work 
should remind one of the physiologic fact that the normal kidney 
is an important regulator of the acid base equilibrium of the 
body. The normal kidney is well able to excrete a large amount 
of acid or alkali. On the other hand, the damaged kidney is 
much more limited in its excretion of acid and alkali. For 
example, acid salts in glomerular nephritis can cause more 
marked acidosis than in the normal; and alkalosis in the cases 
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of Drs. Binger and Berger occurred more often in cases show- 
ing previously damaged kidneys. Chronic nephritis is fre- 
quently latent and not diagnosed. Last June a patient of mine 
had a serious gastro-intestinal hemorrhage from a duodenal 
ulcer. The blood urea was found to be elevated to 90 mg. per 
hundred cubic centimeters. He made a quick recovery from 
the hemorrhage, but the blood urea has never returned to the 
normal level and at present it is 60 mg. I have since investi- 
gated this case more thoroughly and have found that he undoubt- 
edly has had a chronic renal lesion for at least ten years and 
that the gastro-intestinal upset caused an acute exacerbation. 


Dr. M. W. Brncer, Rochester, Minn.: Answering the first 
question, one has to take into consideration that there are no 
two cases quite alike and so there are no two renal conditions 
quite on the same basis. I do not think any two of these cases 
reacted the same to the treatment for alkalosis. For instance, 
one patient with a diagnosis of duodenal ulcer came in prac- 
tically in coma; in fact, we thought it was a primary renal 
disease. However, there were symptoms of alkalosis and this 
man on getting plenty of fluids—he was taking from 6 to 7 
quarts a day—was an entirely different man, the symptoms of 
alkalosis entirely cleared up, and the blood urea fell from 
146 to normal in a few days. In a second case, of arterio- 
sclerotic hypertension in a man, it was about two weeks before 
the symptoms of alkalosis cleared up and the renai function 
improved. I think that would answer the second suggestion, 
that the results of treatment of alkalosis depend greatly on the 
urinary output and the renal function. It is not known what 
happens to the kidneys in this condition, whether there is a 
swelling of the kidney, whether it is an intrinsic chemical 
change, or whether it is a derangement of some specific function 
of the kidney; for example, the acid-base regulating mechanism. 
It is known that if plenty of fluid can be given, either by 
mouth or intravenously, the alkalosis per se will clear up 
in very short order. If there is damage to the kidney, the 
situation is entirely different. A similar condition is seen in 
nephritis, in which neither acid nor basic salts are tolerated 
well. One has to be very careful about subjecting such kidneys 
to abuse. 

A True Enterorenal Syndrome 

Drs. E. G. WAKEFIELD and J. ARNoLD BarcGEN, Rochester, 
Minn.: From time to time we have observed patients who 
came to the hospital with abdominal cramps and marked dis- 
tention, suppression of urine, cramps in the arms and legs, 
elevated blood urea, and normal carbon dioxide combining 
power and chlorides of the blood. For practical purposes it 
is necessary to consider these patients as cases of intestinal 
obstruction. It is not until after blood chemistry and urinary 
output are observed that one suspects the true nature of the 
condition. After administration of intravenous fluids, these 
patients begin to pass urine with a normal specific gravity, 
albumin about grade 1 (on a basis of 4) and an occasional red 
blood cell in the sediment. Synchronous with administration 
of intravenous fluids and application of hot abdominal stupes 
and warm rectal irrigations, the azotemia clears up and abdomi- 
nal symptoms, even when marked, subside. The practical 
application and importance of differentiating these cases from 
true intestinal obstruction is apparent. 


Absorption and Excretion of Calcium and Phosphorus 
in a Patient with a Colostomy and Ileostomy 

Dr. Ricuarp M. JoHnson, Minneapolis: An unusual oppor- 
tunity for studying the fate of calcium and phosphorus in the 
intestine was afforded by a patient with a high colostomy and 
low ileostomy. Increased calcium intake was followed by a 
marked increase in ileac calcium elimination and a slight 
increase in urinary calcium excretion but failed to alter the 
phosphorus excretion appreciably. The administration of vios- 
terol increased the urinary calcium and phosphorus excretion 
and decreased the ileac phosphorus elimination and _ slightly 
increased the ileac calcium elimination. Injection of para- 


thyroid extract decreased the ileac elimination of calcium and 
phosphorus and greatly increased the urinary calcium and phos- 
phorus excretion. In this one case the colon failed to excrete 
calcium or phosphorus at any time during the study. The 
reaction of the ileac content was acid, the fa varying from 
4.3 to 6.8. The acidity was greater during the fasting state 
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than after the ingestion of food. The reaction of the content 
of the small intestine may possibly influence the excretion of 
calcium into the intestine. 

DISCUSSION 


Dr. EpmMunp Anprews, Chicago: I have made a series of 
estimations of the calcium in the fluid excreted by the lower 
part of the colon. Some of these have been on material passed 
by rectum and others on the reflux from double-barreled colos- 
tomies of the sigmoid. In some cases there was a carcinoma 
in the sigmoid from which the fluid came and in others not. 
While I have never investigated the effect of viosterol and 
calcium administration, I have always been astonished at the 
insignificant amounts of calcium that were found in this fluid, 
which does not. seem to fit in well with the current conception 
of calcium excretion. 


Abnormal Dextrose Tolerance Curves 
Occurring in Toxemia 


Drs. SAMuEL Sosk1n, M. Davin Attwetss and I. Artiivr 
Mirsky, Chicago: The abnormal dextrose tolerance curves 
occurring in toxemic conditions have been generally interpreted 
as indicating an impairment of pancreatic endocrine function 
and consequent disability in the storage and oxidation of carho- 
hydrates. We have recently demonstrated that the liver and 
not the pancreas is essential for the normal dextrose tolerance 
curve. The present report offers experimental evidence that 
toxins do not exert their effects through the pancreas but inter- 
fere with the homeostatic activity of the liver. [The bearing 
of these results on the interpretation of the dextrose tolerance 
curve in toxemic conditions, as applied to prognosis and carbho- 
hydrate therapy, was discussed. ] 


Effect of Oil of Peppermint in Emptying 
Time of Stomach 

Drs. H. I. Sapoznrx, R. A. Arens, Hetnricu NECHELES 
and Jacop Meyer, Chicago: We have been studying the 
effects of oil of peppermint on gastric secretion and motility 
in man and dog. The present report deals with the effects 
of oil of peppermint on the emptying time of the stomach as 
determined by roentgen examination with a barium milk meal. 
The normal emptying time of the stomach of six normal women 
was first determined by the barium milk meal and the average 
time was found to be 240 minutes. In one patient with a 
gastroptosis, emptying time was 310 minutes. Following the 
admixture of 2 cc. of peppermint oil to the barium milk meal 
there was a decrease in emptying time, the average time being 
145 minutes, an average decrease of 45 per cent. Immediately 
after the peppermint barium mixture was taken, antiperistalsis 
was observed. This lasted for about fifteen minutes. It was 
our impression that the dose of peppermint oil (2 cc.) was too 
strong and may have been the cause of the initial antiperistalsis. 
We therefore determined the effect of peppermint lozenges. A 
reduction of emptying time by 38 per cent was noted. Controls 
with olive oil and chocolate candy showed a decrease in empty- 
ing time of 10 and 13 per cent respectively. When 100 cc. of 
7 per cent alcohol was added to the barium milk mixture the 
decrease in emptying time was 19 per cent. When 2 cc. of 
peppermint oil was added to the alcohol the emptying time was 
reduced to 135 minutes, a decrease of 44 per cent. The results 
obtained may offer an explanation for the symptomatic relief 
following the use of peppermint oil in various gastro-intestinal 
disorders and the feeling of comfort obtained by use of candy 
mints or créme de menthe after a heavy meal. Further studies 
on the effect of peppermint oil on the motility of the gallbladder 
and intestine are being continued. 


DISCUSSION 


Dr. HernricH NeEcHELES, Chicago: In all probability, the 
action of oil of peppermint on the empty stomach is different 
from that on the meal-containing stomach. When oil of pepper- 
mint was added to a meal, the emptying time of the stomach 
was definitely decreased. I should like to add the observation 
of our roentgenologist that oil of peppermint greatly facilitates 
fluoroscopy of the duodenum, particularly in ulcer patients with 
pylorospasm, by relieving the spasm so that the duodenal cap 
may be visualized immediately. 


(To be continued) 
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litles marked with an asterisk (*) are abstracted below. 


Alabama Medical Association Journal, Montgomery 
4: 161-196 (Nov.) 1934 

Etiology and Pathology of Bronchiectasis, A. W. Blair, University.— 
I 161. 

Symptomatology, Diagnosis and Treatment of Bronchiectasis. E. G. 
Givhan Jr., Birmingham.—p. 169. 

Irradiation for Inflammatory Conditions. E. E. Brown, Nashville, 
fenn.—p. 174. 

When the Diabetic Meets the Surgeon. J, L. Branch, Montgomery.— 
p. 177. 

Surgical Aspect of Peptic Ulcer. J. S. Turberville, Century, Fla.— 
p. 181. 


American Journal of Cancer, New York 
22: 497-764 (Nov.) 1934 

*Study of Benign Neoplasms of Rat’s Breast. J. Heiman, New York.— 
p. 497. 

Teratoma of Testicle. C. C. Herger and A. A. Thibaudeau, Buffalo.— 
p. 523; 

*Carbohydrate Tolerance in Cancer Patients and Effect on It of Roentgen- 
Ray Radiation. F. H. L. Taylor and H. Jackson Jr., Boston.— 
p. 536. 

Round Cell, Spindle Cell and Neurogenic Sarcomas of Lip. T. de 
Cholnoky, New York.—p. 548. 

Growth of Human Fibroblasts in Mediums Containing Silver. J. P. M. 
Vogelaar and Eleanor Erlichman, New York.—p. 555. 

Studies in Mouse Leukemia: X. Metabolic Differences Between Trans- 
mission Lines of Mouse Lymphatic Leukemia, J. Victor and 
Margaret R. Wintersteiner, New York.—p. 561. 

Therapy of Spontaneous Mouse Tumors: Failure of Additional Inorganic 
Compounds. M. C. Marsh, Buffalo.—p. 572. 

The Bearing of Genetic Work with Transplanted Tumors on Genetics 
of Spontaneous Tumors in Mice. C. C. Little, Bar Harbor, Maine. 
—p. 578. 

Chemical Constitution of Chicken Tumor Extracts. A. Claude, New 
York.—p. 586. 

*Development of Multiple Tumors in Tarred and Radiated Mice: Part 
II. M. C. Reinhard, A. A. Thibaudeau and C. F. Candee, Buffalo. 
—p. 590. 

Effect of Aqueous Extracts of Chicken Tumor on Nucleic Acid. D. A. 
MacFadyen, New York.—p. 597. 

Effect of Radiation, Lactate and Iodoacetic Acid on Tumors. W. R. 
Franks, M. M. Shaw and W. H. Dickson, Toronto.—p. 601. 

Electrical Currents from Dental Metals as Etiologic Factor in Oral 
Cancer. M. C. Reinhard and H. A. Solomon, Buffalo.—p. 606. | 

Study of Serum of Chickens Resistant to Rous Sarcoma. F. G. Banting 
and §. Gairns, Toronto.—p. 611. 

Study of Rous Sarcoma Tissue Grafts in Susceptible and Resistant 
Chickens. D. Irwin, S. Gairns and F, G. Banting, Toronto.—p. 615. 

Nephrogenic Tumors. C. F. Geschickter, Baltimore, and H. Widenhorn, 
Freiburg, Germany.—p. 620. 

Benign Neoplasms of the Rat’s Breast.—Heiman carried 
out experiments to establish, if possible, the transplantability 
of benign neoplasms of the rat’s breast, their rate of growth 
and their relation to malignant changes, and to determine the 
conditions for the assumption of the characteristics of malignant 
tumors. He found that benign fibromas and fibro-adenomas of 
the rat’s breast are easily and continuously transplantable. 
They grow not only in the region of the mammary glands 
when transplanted but also in the axilla, groin, nape of the 
neck, outer side of the thigh and in the abdominal cavity. 
The transplanted tumors do not always retain the structure of 
the spontaneous tumors from which they are derived. The 
transplantability of a tumor is not a criterion of malignant mani- 
lestation. Although the growth energy of the tumors fluctuates 
widely, there has been no cessation in one series for fifty-three 
generations, in a second for thirty-three generations, in a third 
for thirty-two generations and in a fourth for sixteen genera- 
tions, during a period of ten years. This type of tumor grows 
as readily in adult rats as it does in young rats. In the former 
the growth tends to glandular hyperplasia, in the latter to a 
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marked increase of fibroblasts. It has been found that three 
of the six primary fibro-adenomas of the breast which were 
transplanted through four generations or more became actively 
growing cellular tumors with the morphology of sarcomas. 
Some of the tumors ulcerate through the skin, but this is due 
only to pressure on the skin and is not an evidence of malig- 
nant change. With a large number of inoculations and the 
implantation of two or more fragments 3 mm. in diameter, these 
benign tumors are readily transplantable for many generations 
in suitable hosts. The benign tumors as they developed into 
sarcomas required smaller and fewer fragments for transplanta- 
tion. Krehbiel has transplanted one such tumor (308) by the 
trocar method, using 3 mg. of tumor substance, for fifty-six 
generations. Of sixteen rats with spontaneous benign tumors, 
six yielded tumors transplantable for from four to fifty-three 
generations. 


Carbohydrate Tolerance in Cancer Patients.—Taylor 
and Jackson undertook an investigation to determine further 
the incidence of a lowered carbohydrate metabolism in cancer 
and to study the relationship, if any, of the blood calcium to 
the carbohydrate tolerance in cancer patients. Thirty-five 
patients suffering from various forms of carcinoma were studied. 
There seems to be no direct relationship between a decreased 
sugar tolerance and cancer alone. There is some evidence 
that the decreased tolerance for carbohydrate encountered in 
about one third of the patients studied was due in part to the 
general malnutrition and cachexia commonly found in cancer. 
Some patients with a lowered sugar tolerance had definite 
involvement of the gastro-intestinal tract. Even in those 
patients in whom a lowered sugar tolerance was found, as 
determined by the usual criteria, it was not certain that such 
decreased tolerance curves were not due to delayed utilization 
of dextrose caused by the large amount oi this material ingested. 
Most of the abnormalities found were consistent with the types 
found following the feeding of carbohydrate in nondiabetic 
patients suffering from starvation or malnutrition. The lack 
of direct relationship between cancer and sugar tolerance was 
shown still further by a consideration of the effect of roentgen 
radiation. Roentgen radiation did not produce any marked 
changes in the carbohydrate metabolism. When the tolerance 
for dextrose was normal at the outset, more than half of the 
patients studied showed an unchanged sugar tolerance follow- 
ing roentgen treatment. Of those patients who did show a 
change, the same number showed a trend toward normal as 
showed a further decrease in tolerance for dextrose. There 
was, however, a tendency among patients originally possessing 
a lowered tolerance for dextrose for the tolerance curves to 
become more normal. It was found impossible to predict from 
an analysis of initial sugar tolerance curves whether the out- 
come would be favorable or unfavorable. In patients who 
originally showed a normal tolerance for carbohydrate, the 
development of a progressively decreasing tolerance strongly 
indicated an unfavorable prognosis. It has been found impos- 
sible to show any relationship between the decreased sugar 
tolerance found in some cases of cancer and the total serum 
calcium. 


Multiple Tumors in Tarred and Irradiated Mice.— 
Reinhard and his associates state that there is no evidence 
that short wavelength radiation changes the susceptibility of 
mice to the production of tar tumors, nor does the radiation 
alter the carcinogenic power of the tar used. They believe 
that the low spontaneous tumor incidence of the nonirradiated 
mice is a direct result of the tarring. In their irradiated group 
this low incidence may be attributed to the tarring also, or it 
may be a result of the radiation or a combination of the two. 
It is possible that the occurrence of the spontaneous tumors 
has merely been retarded, and, had the mice lived longer, a 
proportion of mammary carcinoma might have been obtained 
that would more nearly approximate the normal expectancy. 
The appearance of the multiple tumors, distant in all cases from 
the site of painting, may be considered evidence in favor of a 
general action of the tar. This is especially emphasized by the 
striking absence of tumors at the site of painting. However, 
the possibility of chance contact must not be overlooked, but 
in view of the failure to produce tumors at the site of painting 
itself this possibility is somewhat remote. The authors call 
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attention to the difference in the histologic picture as between 
the multiple sebaceous adenomas produced in their series and 
the typical tar cancer produced locally by repeated paintings 
with this agent. 
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President’s Address. F. W. Lynch, 


License to Practice Medicine: 
San Francisco.—p. 629. 
Granulosa Cell Tumors of Ovary: Clinical and Pathologic Study of 

Thirty-Six Cases. E. Novak and J. N. Brawner Jr., Baltimore.— 
p. 637, 
*Iliac Lymphadenectomy with Irradiation in Treatment of Cancer of the 


Cervix. F. J. Taussig, St. Louis.—p. 650. 

Nature of Ovary Stimulating Hormones. C. F. Fluhmann, San Fran- 
cisco.—p. 668. 

*Influence of Pregnancy on Tumor Growth. L. A. Emge, San Francisco. 
—p. 682. 


Status of Residual Tube Following Ectopic Pregnancy in Relation to 
Sterility and Further Pregnancy: Analysis of Ninety Cases Examined 
by Uterotubal Insufflation. I. C. Rubin, New York.—p. 698. 

Circumcrescent and Circumvallate Placentas. J. R. Goodall, Montreal. 
—p. 707. 

Sarcoma of Uterus: Factors Influencing Results of Treatment. 
Kimbrough Jr., Philadelphia.—p. 723. 

Hernias into Broad Ligament and Remarks on Other Intra-Abdominal 
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Hernias, J. C. Masson and W. Atkinson, Rochester, Minn.—p. 731. 
Haultain Operation for Inversion of Uterus. K. M. Wilson, Rochester, 
N. Y.—p. 738. 


Syphilis of Placenta: Histologic Examination of One Thousand and 
Eighty-Five Placentas of Mothers with Strongly Positive Blood Wasser- 
mann Reactions. J. R. McCord, Atlanta, Ga.—p. 743. 

Report of Five Hundred and Sixty-Five Vaginal Hysterectomies Per- 
formed for Benign Pelvic Disease. N. S. Heaney, Chicago.—p. 751. 
Management of Occiput Posterior: Further Consideration of Manual 

Rotation. W. C. Danforth, Evanston, Ill.—p. 756. 
Innocuousness of Rupture of Membranes Early in Normal Labor. 

King, New Orleans.—p. 763. 

Demonstration of Lymphatic Circulation in Pelvis of Living Woman by 
Roentgen Rays. G. Gellhorn, St. Louis.—p. 769. 

Emphysematous Vaginitis. C. B. Ingraham and I. C. Hall, Denver. 
—p. 772. 

Irradiation in Treatment of Cancer of Cervix.—Taussig 
reports twenty-six cases of cancer of the cervix in which the 
treatment consisted of irradiation of the cervix and surround- 
ing tissues and the surgical removal as far as feasible of the 
tributary pelvic lymph nodes. Eighteen fell into group 2 and 
eight into group 3 according to the degree of malignancy. In 
the selection of suitable cases he gives preference to younger 
persons in good physical condition, excluding all markedly 
obese patients and those with heart or kidney complications. 
Radiosensitive tumors with a high malignant index were also 
less frequently subjected to this procedure. The immediate 
operative result was usually satisfactory. There was rarely 
any postoperative shock except in the more advanced cases. 
The outlook is encouraging in the group 2 cases but discourag- 
ing in the group 3 cases. Of the latter only one patient has 
survived two and one-half years since operation. Of the 
groupe2 patients, one died after operation, five died of recur- 
rence from twelve to twenty-one months after operation, twelve 
are living, one with a probable recurrence, and eleven are 
clinically well for periods ranging from four months to three 
and one-half years. The operation is as follows: A midline 
incision is made under spinal anesthesia. After simple ligation 
and removal of the right adnexa, the posterior sheath of 
the broad ligament on that side is caught with a clamp and the 
ligament is opened, exposing the ureter. The iliac gland, the 
most common site of cancer metastasis, is caught and ligated. 
When this gland and its surrounding fat are removed, the 
obturator nerve can be seen shining white and running straight 
toward the obturator foramen. After passing the finger between 
it and the external iliac vessels, one can usually feel an 
elongated, usually rather round and firm, gland lying halfway 
between the iliac bifurcation and the femoral ring. By retract- 
ing the round ligament, one exposes this region and the removal 
of this obturator gland is effected without difficulty. If the 
parametrium is not thickened too much, it is possible to follow 
the ureter down to where it crosses the uterine artery. At 
this point a definite round nodule or pair of nodules, the ureteral 
glands or glands of Championnier can be felt. The removal 
of these glands is more difficult, since injury to the ureter 
must be avoided. It is often necessary to ligate the uterine 
vessels to accomplish this. In such instances radon seeds were 
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implanted into the lymph node. Two gold radon seeds of 
1.5 millicuries each are implanted with a trocar along the course 
of the sacro-uterine ligaments. A third radon seed of equal 
strength is implanted into the loose connective tissue of the 
iliac bifurcation. In order to prevent the formation of a 
hematoma in the broad ligament, the connective tissue space 
that has been opened is compressed by suturing the round and 
sacro-uterine ligaments to one another at a distance of 4 or 
5 cm. from their uterine insertion. The remaining wound is 
closed by a running peritoneal stitch. The same procedure js 
done on the other side. The abdomen is closed without drainage, 
This was usually followed by an intracervical application of 
radium. 


Influence of Pregnancy on Tumor Growth.—Emge col- 
lates the clinical with experimental observations and concludes 
that: 1. The influence of pregnancy on the behavior of neo- 
plastic tissue depends on a complex set of factors. 2. The 
growth rate of neoplasms is inherent, but the controlling mecha- 
nism is still unknown. Clinical evidence suggests that preg- 
nancy favors a protective mechanism against tumor growth. 
3. Neoplastic tissue takes part in the local and remote reactions 
incident to pregnancy, the ultimate result depending on the 
length of the gestational period. These changes are of a tem- 
porary nature. The extent of involution of benign neoplasms 
depends on their relation to the generative organs, particularly 
the uterus. 4. Neoplastic tissue sensitive to hormone stimuli 
may exhibit increased activity during pregnancy. 5. Physical 
changes in benign tumors during gestation are not necessarily 
expressions of growth activity. 6. It is not proved that preg- 
nancy favors the inception of malignant growth or the malig- 
nant degeneration of benign tumors. 7. Experimental evidence 
substantiates the clinical observations in general and permits 
the conclusion that pregnancy as a rule does not influence the 
growth rate or the size of neoplasms beyond certain reactions, 
of which retardation is the most frequent. In many instances 
it remains unaffected, and occasionally an acceleration is 
observed. At the termination of gestation, neoplasms assume 
their primary growth rate. 


American Journal of Physiology, Baltimore 
110: 1-246 (Nov. 1) 1934. Partial Index 

Effect of Parathormone on Basal Metabolism of Normal Dogs. I. E. 
Steck, D. S. Miller and C. I. Reeds Chicago.—p. 1. 

Hypoglycemic Phase of Dextrose Tolerance Curve. 
M. D. Allweiss, Chicago.—p. 4. 

*Effect of Posture on Minute Volume of the Heart. 
and C. B. Crampton, Middletown, Conn.—p. 14. 
Diabetic Hyperpyrexia. H. E. Himwich, J. F. Fazikas, L. H. Nahum, 
D. Du Bois, L. Greenburg and A. Gilman, New Haven, Conn.— 

p. 19, 

Relation of Secretion of Mucus to Acidity of Gastric Juice. 
Helmer, Indianapolis.—p. 28. 

Variation of Erythrocytes, Hemoglobin and Packed Cell Volume in 
Immediately Consecutive Samples of Venous Blood. O. S. Walters, 
Lawrence, Kan.—p. 37. 

Interrelations of Vagal and Accelerator Effects on Cardiac Rate. A. 
Rosenblueth and F. A. Simeone, Boston.—p. 42. 

Effect of Injection of Monoiodoacetic Acid and Sodium Cyanide on 
Mammalian Heart. L. H. Nahum and H. E. Hoff, New Haven, Conn. 
—p. 56. 

Serum Phosphate Changes Induced by Injections of Glucose into Dogs 
Under Various Conditions. H. Pollack, R. F. Millet, H. E. Essex, 
F. C. Mann and J. L. Bollman, Rochester, Minn.—p. 117. 

Intestinal Activity in Exteriorized Colon of Dog. T. Raiford and M. G. 
Mulinos, New York.—p. 123. 

Study of Subcutaneous Absorption in Adrenalectomized Rat. S. B. 
Barker, J. F. Fazikas and H. E. Himwich, New Haven, Conn.— 
p.: 153. 

Reaction of Anterior Pituitaries of Immature Female Rats to Injection 
of Pregnancy Urine Extracts. J. M. Wolfe, Nashville, Tenn.—p. 159. 

Lipids of Sclera, Cornea, Choroid and Iris. A, C. Krause, Baltimore.— 
p. 182. 

Stimulation of Peripheral Nerve-Elements Subserving Pain Sensibility by 
Intra-Arterial Injections of Neutral Solutions. R. M. Moore, Galves- 
ton, Texas.—p. 191. 

Response of Canine and Human Pancreas to Secretin. 
H. Greengard and A. C. Ivy, Chicago.—p. 198. 
Effect of Continued Oral Administration of Histaminase and Pancreatine 
on Gastric Secretion, F. Biguria and A. Canzanelli, Boston.—p. 243. 


Effect of Posture on the Heart.—Schneider and Cramp- 
ton determined the output of the heart of several subjects in 
both the standirig and the reclining position. Their results 
substantiate the older point of view attacked by Grollman. 
Without exception the subjects showed an increase in the output 
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of the heart after assuming a recumbent position for fifteen 
minutes as compared with the output while standing. Ordinarily 
on prolonged quiet standing the output of the heart either 
remains unchanged or decreases slightly in subjects exhibiting 
no distress as a result of the long standing. The output of the 
heart decreased in subjects who, on long quiet standing, display 
poor circulatory compensation in the erect position. A pulse 
pressure below 20 mm. of mercury indicates a falling cardiac 
output. 


American Journal of Public Health, New York 
24: 1099-1196 (Nov.) 1934 

Public Health in Tudor England. S. V. Larkey, San Francisco.—p. 1099, 

Responsibilities of Health Authorities to Prevent the Spread of Syphilis. 
J. R. Earp, Santa Fe, N. M.—p. 1103. 

Epidemiologic Value of Isolating Bacteriophage in Outbreaks of Intes- 
tinal Infection. R. F. Feemster, Boston.—p. 1109. 

Outbreak of Milk Poisoning Due to Toxin-Producing Staphylococcus 
Found in Udders of Two Cows. J, A. Crabtree and W. Litterer, 
Nashville, Tenn.—p. 1116. 

Health Hazards in the Oil Industry. R. A. Jewett, Los Angeles.—p. 1123. 

Public Health Aspects of Dried Foods. P. F, Nichols, Berkeley, Calif. 
—p. 1129. 

Practical Application of School Health Principles. H. H. Mitchell, 
Freeport, N. Y.—p. 1135. 

Experience with Alum Precipitated Toxoid in Virginia and Observa- 
tions on Reaction Following Its Use. G. F. McGinnes, E. L. Stebbins 
and C. C. Hart, Richmond, Va.—p. 1141. 

Health Education in Germany. B. Gebhard, Dresden, Germany.—p. 1148. 

Health Problems Connected with Ethylene Treatment of Fruits. E. M. 
Chace, Los Angeles.—p. 1152. 


Pleo-Antigenicity of Proteus X19. H. Welch, F. L. Mickle and E. K. 
Borman, Hartford, Conn.—p, 1157. 


American Review of Tuberculosis, New York 
30: 519-598 (Nov.) 1934 

Relations of Make-Up of Body to Disposition to Tuberculous Infections 
and Their Course. L. F. Barker, Baltimore.—p. 519. 

Heart After Phrenic Nerve Interruption. Olga S. Hansen, Minneapolis, 

_and H. Ww. Maly, Oak Terrace, Minn.—p. 527. 

Some Physiopathologic Aspects of Artificial Pneumothorax. G. E. 
Ehrenburg, Spivak, Colo.—p. 535. 

Pulmonary Lesions Experimentally Produced by Intratracheal Introduc- 
tion of Aluminum Oxide and of Borosilicate Glass. W. S. Lemon and 
G. M. Higgins, Rochester, Minn.—p. 548. 

*Some Clinical Aspects of Nontuberculous Allergy in Tuberculosis. J. E. 
Sherman and O. E. Egbert, El Paso, Texas.—p. 561. 

Rib Fracture by Cough: Report of Case. C. R. Howson, Los Angeles. 
—p. 566. 

*Intestinal Tuberculosis in Fourteen Hundred Autopsies. P. M. Craw- 
ford and H. P. Sawyer, Denver.—p. 568. 

Precipitin Test as Means of Diagnosis of Tuberculosis in Cattle. Janet 
McCarter, W. Wisnicky and E. G. Hastings, Madison, Wis.—p. 584. 

The Lymanhurst Classification of Tuberculosis. C. A. Stewart, F. E. 
Harrington and J. A. Myers, Minneapolis.—p. 588. 

Problems of the General Practitioner in Tuberculosis. E. J. Simons and 
J. B. Simons, Swanville, Minn.—p. 593. 

Nontuberculous Allergy in Tuberculosis.—Sherman and 
Egbert observed that the desensitization of a tuberculous indi- 
vidual to an offending protein is harmless in that it does not 
incite an activation of the tuberculosis. The administration of 
the so-called nonspecific protein, in the ignorance of the exis- 
tence of the inciting atopen, will sometimes cause activation of 
the allergy, but not of the tuberculosis. Acquired allergy is 
not related to immunity. Acquired allergy is most prevalent 
in arresting cases of tuberculosis, in which the immunity is 
greatest. The evidence is in favor of the original conclusion 
that allergy and immunity in tuberculosis are one and the same. 


Intestinal Tuberculosis.—Crawford and Sawyer state that 
ulcerative tuberculous lesions of the intestine were found in 
68.8 per cent of fatal phthisis at necropsy. Ulcerative intestinal 
tuberculosis was found as a complication of tuberculous pul- 
monary disease in 87.5 per cent in Negroes, as against 42.2 per 
cent in white persons. Tuberculous laryngitis occurred in 
36.6 per cent of cases of intestinal tuberculosis, but 96.6 per cent 
of cases of tuberculous laryngitis showed intestinal ulceration. 
Only 10.8 per cent of the ulcers in this series were of the 
classic girdling type. In 540 cases of intestinal tuberculosis 
complicating tuberculous pulmonary disease, 53.7 per cent 
occurred in cases in which the duration of the pulmonary 
symptoms was from six months to three years. In 34 per cent 
ot cases the intestinal lesions were asymptomatic, and in 35 per 
cent the duration of enteric symptoms was less than six months. 
Marked intestinal symptoms were not present in any cases 
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showing only preulcerative lesions. There were 51.6 per cent 
of cases classified as having had good treatment, as against 
36.8 per cent of cases showing evidence of serious deficiencies 
in treatment. Some form of collapse therapy for the control 
of the pulmonary disease had been carried out in 20 per cent 
of the cases. 


Archives of Neurology and Psychiatry, Chicago 
32: 915-1124 (Nov.) 1934 


Cerebral Circulation: XXXII. Effect of Stimulation of Sympathetic 
Nerve on Pial Vessels in Isolated Head. J. L. Pool, H. S. Forbes 
and G. I. Nason, Boston.—p. 915. 

*Herniation of Nucleus Pulposus: Cause of Compression of Spinal Cord. 
M. M. Peet and D. H. Echols, Ann Arbor, Mich.—p. 924. 

Neurofibrils in Systemic. Disease and in Supravital Experiments, with 
Remarks on Pseudc-Atrophy of the Brain. L. Alexander, Boston. 
—p. 933. 

*Premotor Area: Its Relation to Spasticity and Flaccidity in Man. 
C. Davison and I, Bieber, New York.—p. 963. 

*Tumors of Rathke’s Cleft (Hitherto Called Tumors of Rathke’s Pouch). 
C. H. Frazier and B. J. Alpers, Philadelphia.—p. 973. 

Children’s Imaginary Companions. Margaret Svendsen, Chicago.— 
p. 985. 

Psychoses Associated with Somatic Diseases That Distort Body Structure. 
Lauretta Bender, New York.—p. 1000. 


Herniation of Nucleus Pulposus.—Peet and Echols dis- 
cuss two cases of nodules on intervertebral disks producing 
symptoms of tumor of the spinal cord, in the first case syndrome 
of involvement of the cauda equina, complete cerebrospinal fluid 
block, localization with iodized oil, laminectomy and removal 
of a nodule from an intervertebral disk with recovery and in the 
second case clinical signs of pressure on the cervical spinal 
cord, partial subarachnoid block, laminectomy and removal of 
a nodule from an intervertebral disk with partial recovery. The 
nodules removed were not tumors but consisted of nucleus 
pulposus tissues that had undergone secondary changes follow- 
ing herniation from the intervertebral disks. Herniated nucleus 
pulposus should be considered in cases of compression of the 
spinal cord that present roentgen evidence of a diseased disk 
at the proper level. 


Premotor Area and Its Relation to Spasticity.—Davison 
and Bieber state that an analysis of six cases of flaccid hemi- 
plegia revealed destruction of the lower two thirds of the 
premotor area in five. In the other case only half of the 
premotor area was affected. In the first three cases, with 
complete occlusion of the middle cerebral artery, the degree 
of involvement of the premotor area was grossly identical with 
that observed in cases of hemiplegia with complete closure of 
the middle cerebral artery accompanied by spasticity. In the 
other three cases, with. incomplete occlusion of the middle 
cerebral arteries, the premotor cortex was not so extensively 
destroyed. In these cases the gray matter of the lower two 
thirds of the premotor area on gross examination appeared 
partly spared. Careful microscopic examination, however, 
revealed histopathologic changes. These consisted of a slight 
distortion of the cyto-architectural layers, small areas of destruc- 
tion with a dropping out of the ganglionic cells, proliferation of 
the vessels and an increase in the glial elements. Clinicopatho- 
logic investigations reveal that the premotor area in man may 
be involved without giving rise to spasticity, and that the 
integrity of the premotor area is not solely responsible for the 
presence of flaccidity. 


Tumors of Rathke’s Cleft.—Frazier and Alpers suggest 
the following revisions in the nomenclature of sellar and para- 
sellar lesions: (1) the term hypophysis should be retained and 
pituitary discarded, (2) the term craniopharyngioma should be 
discarded in favor of tumor of the hypophyseal stalk and (3) 
the so-called tumor of Rathke’s pouch should be designated 
tumor of Rathke’s cleft. They attempt to establish the tumor 
of Rathke’s cleft as a definite entity by presenting a case in 
which the tumor was situated entirely in the suprasellar area, 
with no visible connection with the third ventricle. Its structure 
and, in part, its location are suggestive of a congenital tumor 
originating from the remnants of Rathke’s cleft. They believe 
that the feature in their case that differentiates the tumor from 
other tumors in the region of the sella turcica is the presence 
of a single layer of ciliated columnar epithelium. The possi- 
bility of the origin of these ciliated cells and cysts from the 
pars tuberalis of the hypophysis suggested itself, but, so far 
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as is known, this portion of the hypophysis contains no ciliated 
cells. Nevertheless, the fact remains that there are in the 
human hypophysis ciliated cells that are found in the so-called 
Rathke cleft. The presence of ciliated epithelium lining Rathke’s 
cysts was described by Erdheim in man and by Martin in 
rats and marsupials. The significance of these ciliated cells 
is uncertain. Rasmussen suggested that they may be pathologic 
or that “they should be looked on as unusual differentiations 
of hypophyseal tissues or as migrations of nasopharyngeal 
elements during early stages of development.” The authors 
state that, whatever the origin of the ciliated cells may be, it 
is certain that at least in some human hypophyses such cells 
are found lining the remains of Rathke’s cyst and that they 
conform in their morphology to the type of cell seen in their 
case. Theoretically, tumors of Rathke’s cleft should be found 
within the sella turcica; but when one considers the origin of 
the anterior lobe from the buccal epithelium and the process 
of traversal and rotation during the course of its development, 
it is not surprising to find such tumors wholly outside the 
sella turcica. 


Archives of Otolaryngology, Chicago 
20: 615-764 (Nov.) 1934 
Roentgen Changes in Petrous Portion of Temporal Bone Without Clinical 
Manifestations. G. M. Coates, M. S. Ersner and D. Myers, Phila- 
delphia.—p. 615. 
*Cytology of Nasal Polyps. 
p. 649. 
*Paralysis of Larynx Due to Lead Poisoning, Including Contradiction of 
“Semon’s Law.’”’ M. C. Myerson, New York.—p. 659. 
Agranulocytic Angina: Further Report on Case with Fatal Outcome 


T. E. Walsh and J. R. Lindsay, Chicago.— 


Following Oral Surgical Treatment. B. L. Bryant, Cincinnati.— 
p. 665. 

Hay Fever Among Japanese: Part I. H. J. Hara, Los Angeles.— 
p. 668. 


Aural Tuberculosis. J. Miller, Greenwich, Conn.—p. 677. 
Influence of Fluorine on Bony Labyrinth of White Mouse: 

Observations. A. Lewy, Chicago.—p. 693. 
Incidence and Significance of Sinusitis in Pneumonia. 

Philadelphia.—p. 696. 

Cytology of Nasal Polyps.—Walsh and Lindsay examined 
cytologically the polyps from seventy-five cases of nasal poly- 
posis and found that they could be divided into two types: 
those with many eosinophils in the tissue and those in which 
eosinophils were scarce or absent. Correlation of the clinical 
and histologic observations revealed that the polyps in the 
second type were invariably associated with infection in the 
nose or accessory sinuses, while those in the first type were 
often found in persons free from infection and associated fre- 
quently with demonstrable allergy. Accumulated evidence points 
to the fact that eosinophilia in the tissue is associated with 
allergy, and it is suggested that the presence of eosinophils in 
the nasal polyps is indicative of allergy. In cases in which 
eosinophilia in the nasal polyps is associated with infection, 
the infection is secondary in the allergic membrane or possibly 
there is an allergic sensitivity to the infecting organism. Sur- 
gical intervention in the two types gives different results. The 
results in patients with polyps having few or no eosinophils 
were distinctly satisfactory, while those in patients with polyps 
having many eosinophils were mostly disappointing. The histo- 
logic examination of nasal polyps with regard to the presence 
or absence of eosinophils offers a simple method of determining 
whether the polyps are due to infection or whether they are 
the product of nasal allergy. The result of surgical treatment 
of polyps with few eosinophils is good, but in the presence of 
many eosinophils it is poor. 

Paralysis of Larynx Due to Lead Poisoning.—Myerson 
collected nineteen cases of paralysis of the muscles of the larynx 
due to lead poisoning, to which he adds a personally observed 
case. A consideration of the various paralyses of the larynx 
dae to lead poisoning leads him to question the validity of 
Semon’s law, “that the fibers of the motor nerves going to the 
abductors succumb to organic affections sooner than or exclu- 
sively of the adductors.” Semon believed that there was an 
actual biologic difference in the composition of the laryngeal 
muscles and nerve endings which explained the predilection of 
organic disease for the abductor muscles and their nerves. In 
the twenty cases of involvement of the larynx due to lead 
poisoning, there were two of unilateral adductor paralysis and 
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no other involvement. There was one case of unilateral 
adductor paralysis associated with involvement of the inter- 
arytenoideus muscle. A single case of paralysis of the inter- 
arytenoideus muscle is included, as are also two cases of 
bilateral adductor paralysis. An unusual case of involvement 
of both cricothyroid muscles is also included, so that seven o/ 
the twenty cases showed involvement of muscles other than th: 
abductors. These seven cases constitute a definite challeng: 
to the validity of Semon’s law. 


Canadian Public Health Journal, Toronto 
25: 461-512 (Oct.) 1934 


The Relationship of Public Health to Medical Care. G. Fleming, 
Montreal.—p. 461. 

Moments in the Development of the Canadian Family. A. J. Pelletier, 
Ottawa, Ont.—p. 466. 

Morbidity and Mortality in Industrial Establishments. R. V. Ward. 


Montreal.—p. 476. 

Public Health in Upper Canada. K. F. Brandon, Toronto.—p. 483. 

The Inspectors of Sanitary Units, Their Work and Their Responsi- 
bilities. J. Gregoire, Quebec.—p. 488. 

Reporting of Communicable Diseases in Health Units. A. R. Foley, 
Quebec.—p. 493. 


Georgia Medical Association Journal, Atlanta 
23: 409-450 (Nov.) 1934 


Hodgkin’s Disease. W. M. Cason, Sandersville.—p. 409. 


Involvement of Cornea in Arsenic Poisoning: Report of Case. A. V. 
Hallum, Atlanta.—p. 413. 

Preventability of Cancer. G. T. Bernard, Augusta.—p. 415. 

Dysinsulinism: Report of Cases Treated Surgically. J. C. Patterson 
and W. G. Elliott, Cuthbert.—p. 419. 

Nasal Accessory Sinuses as Foci of Infection: Report of Cases. L. C. 
Rouglin, Atlanta——p. 422. 

Unusual Series of Complications Following Measles: Case Report. 


W. C. Boswell and E. B. Saye, Macon.—p. 426. 

Paroxysmal Tachycardia. C. C. Hinton, Macon.—p. 427. 

Agranulocytic Angina: Report of Case Occurring in Infant. J. B. 
Pomerance, Columbus.—p. 430. 

Menace of Weak Urinary Stream in Elderly Men. 
O. F. Elder and H. P. McDonald, Atlanta.—p. 432. 
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Journal of Immunology, Baltimore 
27: 431-514 (Nov.) 1934 

The Agglutinogens M and N of Landsteiner and Levine. 
Rebecca Zinsher and J. Selkowe, Brooklyn.—p. 431. 

*Thermostabile Bactericidal Substance Demonstrated in Human Serum, 
Particularly During Fever. F. Wulff, Frederiksberg, Denmark.— 
p. 451. 

Agglutination Reaction Observed with Some Human Bloods, Chiefly 
Among Negroes. K. Landsteiner, New York; W. R. Strutton, Orange- 
burg, N. Y., and M. W. Chase.—p. 469. 

Antigenic Relationship of Alcohol Soluble Fractions of Brain and 
“Testicle. J. H. Lewis, Chicago.—p. 473. 

Potency and Changes with Storage of Poliomyelitis Serum. 


New York.—p. 479. 
Distribution and Solubility of M and N: W. C. Boyd, Boston. 


—p. 485. 
Pe gsc Response of Rabbits to Two Antigens of Tubercle Bacilli. G. B. 

Reed, Christine E. Rice and B. G. Gardiner, Kingston, Ont.—p. 487. 

Thermostabile Bactericidal Substance in Human Serum. 
—Wulff demonstrated that a thermostabile bactericidal substance 
occurs in human serum, particularly during fever. Its effect 
was particularly seen in tests with a strain of meningococcus 
highly susceptible to the bactericidal substances of serum. The 
thermostabile bactericidal substance was found besides in some 
few other cases, in tests with two different strains of meningo- 
cocci, with three strains of Pfeiffer bacilli and with almost the 
same frequency as with the highly susceptible meningococcus 
strain in tests with a strain of Diplococcus crassus. The 
thermostabile bactericidal substance is found to occur primarily 
in the serum of febrile patients ; in tests with a highly susceptible 
meningococcus strain the thermostabile substance was demon- 
strable in 85 per cent of the febrile patients examined, one 
fourth showing a marked action. The thermostabile substance 
could not be demonstrated in 90 per cent of the nonfebrile 
patients. Injection of sulfosin seems to stimulate the organism 
to produce a thermostabile bactericidal substance. Increase of 
the bactericidal substances in active serum was found in tests 
against a diplococcus strain, a phenomenon that is probably 
elicited only under quite special conditions. The thermostabile 
bactericidal substance seems to keep well in vitro. The ther- 
mostabile bactericidal substance possesses an enzymic property, 
since it did not become fixed in absorption tests with tlic 
meningococcus strain that was killed by it. 


A. S. Wiener, 


M. Brodie, 


Note. 








CURRENT 


VotumE 104 
NuMBER 2 





Journal of Lab. and Clinical Medicine, St. Louis 
20: 113-226 (Nov.) 1934 
Abridged Key to the Genera of Pathogenic Fungi. 
mond, Va.—p. 113. 
Pharmacologic and Therapeutic Study of Bromsalizol, or Monobrom 
D. I. Macht and F. Dunning, Baltimore.—p. 127. 


F. W. Shaw, Rich- 


Saligenin, 
*Clinical Significance of Very Low Concentration of Urea in Blood. 
A. E. Osterberg and N. M. Keith, Rochester, Minn.—p. 141. 
Cholesterol Esters as Mechanism of Fat Metabolism. H. Petersilie, 


New York.—p. 144. 

Primary Carcinoma of the Duodenum. 
Fitzhugh, New York.—p. 150. 

Accidental Injury to Bowel During Intraperitoneal Injection. G. H. 
Kistler, University, Ala.—p. 155. 

Effect of Bacteria on Insulin, M. Sahyun and P. Beard, 
University, Calif.—p. 160. 

Effect of Mucin and Mucinoids on Peptic Digestion. 
and Mildred Hodges, Madison, Wis.—p. 165. 

Toxic Effects of Sulphur on Guinea-Pigs and Rabbits. G. B. Lawson, 
K. T. Redfield and O. D. Boyce, Roanoke, Va.—p. 169. 

Hemography in Diagnosis, Prognosis and Treatment Based on Six 
Thousand Schilling Hemograms. W, J. Crocker and E. H. Valen- 
tine, Philadelphia.—p, 172. 

Use of the Hagedorn-Jensen Blood Sugar Technic in Cases of Phlorhizini- 
zation: Note. S. B. Barker, New Haven, Conn.—p. 192. 

*Stable Starch Indicator for Iodometric Estimation of Chlorides in Blood 


J. R. Lisa, J. Levine and W. M. 


Stanford 


H. C. Bradley 


and Urine. C. S. Shapiro, New York.—p. 195. 

Simple Method for Manifolding of Kymograph Tracings. D. Lubin, 
Baltimore.—p. 199. 

Technic of Meulengracht’s Icteric Index Determination. F. Breh, 


Detroit—p. 201. 

*Application of Bismuth Sulphite Medium in Isolation of Bacillus 
Typhosus from Feces. T. F. Sellers, Janie F. Morris and Madge 
Reynolds, Atlanta, Ga.—p. 202. 

Solution Pressure Dome for Mammalian Laboratory. 
C. E. Butts, Baltimore.—p. 207. 

Low Concentration of Urea in Blood.—Osterberg and 
Keith reviewed the records of the past four years and found 
twenty-five cases with widely differing ailments in which the 
concentration of urea in the blood was less than 10 mg. per 
hundred cubic centimeters. For the determination of urea in 
the blood they used the van Slyke and Cullen modification of 
the Marshall urease method on whole, oxalated blood. Several 
patients were suffering from a serious chronic disease, such as 
pulmonary tuberculosis, encephalitis, diffuse skin lesions, chronic 
suppuration, diabetes mellitus, duodenal ulcer and Addison’s 
disease. In some cases also there were chronic renal lesions, 
these including bilateral pyelonephritis, bilateral hydronephrosis, 
tuberculosis of the kidneys, and the diffuse nephritis associated 
with disseminated lupus erythematosus. The occurrence of a 
low value for urea in the blood in diabetes insipidus would seem 
to be a possible result of the enormous water exchange. Simi- 
larly, in diabetes mellitus the low value for urea might be the 
result of polyuria. In duodenal ulcer with obstruction the water 
and inorganic metabolism may be upset markedly, but it can 
be corrected readily by large intravenous injections of fluid. 
In this condition also a low value for urea in the blood might 
be the result of a large intake of water. However, in other 
cases no definite organic lesions or marked physiologic dis- 
turbances were demonstrated, and the symptoms were described 
as being due to nervous exhaustion. The occurrence of an 
abnormally low content of urea in the blood in cases with 
bilateral renal disease seems rather paradoxical. In a case of 
disseminated lupus erythematosus the value for urea was 6 mg. 
per hundred cubic centimeters; the patient was taking in and 
excreting a considerable volume of water, but the diet was 
inadequate. The most plausible explanation is that during a 
temporary process of healing in the kidneys, urea and water 
were readily excreted and the production of urea was decreased. 
In a case of chronic pulmonary tuberculosis in which albu- 
minuria and cylindruria developed during the last month of 
illness the value for urea in the blood was 6 mg. per hundred 
cubic centimeters, and at necropsy there were no demonstrable 
histologic abnormalities in the kidneys. Thus it is possible to 
have a very low value for urea in patients with abnormal 
kidneys, whether the renal disturbance is due to demonstrable 
histologic changes or to physiologic abnormalities. 


Indicator for Estimation of Chlorides in Blood.— 
Shapiro prepared a stable starch indicator with the use of 
acetylsalicylic acid and methenamine as preservatives. It was 
found to keep in the original state for several months. Com- 
Darative tests indicated that it may be used safely in iodometric 
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methods for chlorides in blood and urine. The tests further 
show that this indicator works well when the specimens them- 
selves contain the foregoing preservatives. 


Medium for Isolation of Bacillus Typhosus from 
Feces.—Sellers and his associates find that the bismuth sul- 
phite medium as devised by Wilson and Blair is superior to 
the endo medium as a means of laboratory detection of Bacillus 
typhosus in feces. They discuss the preparation of the medium, 
its practical application and its advantages and disadvantages. 
They ‘especially recommend bismuth sulphite medium for use 
in state and municipal laboratories in which*the detection of 
typhoid carriers among food handlers and dairy workers is an 
important feature. 


Journal of Pediatrics, St. Louis 
5: 573-726 (Nov.) 1934 
The Common Cold and Allied Upper Respiratory Infections: Observa- 


tions During Five Year Course of Self-Selection Diet Study. Clara 
M. Davis, Winnetka, Ill.—p. 573. 


Hemophilus Pertussis Endo-Antigen (Krueger): Use in One Hundred 

a a Cases. G. F. Munns and C. A. Aldrich, Winnetka, 
—p. 590. 

*Pertussis in Adults. G. Mannerstedt, Oakland, Calif—p. 596. 

Sickle Cell Anemia in White American Family. J. V. Cooke and J. K. 
Mack, St. Louis.—p. 601. 

Primary Carcinoma of Kidney in Childhood: Review of Literature: 
Case Report with Necropsy. C. S. Boyd and J. R. Lisa, New York. 
—p. 608. 

Acute Infectious Croup: General Study of Acute Obstructive Infections 
of Larynx, Trachea and Bronchi with Analysis of Seven Hundred and 
Twenty-Seven Cases. A. H. Neffson and S. M. Wishik, New York. 
—p. 617. 


*Diphtheritic Myocarditis: Review of Four Hundred and Ninety-Six 


Cases. A. Hoyne and N. T. Welford, Chicago.—p. 642. 

*Rheumatic Encephalitis (Chorea Insaniens): Case Report with Use of 
Avertin Therapy. I. A. Frisch, New York.—p. 654. 

Endocrine Studies in Infants and Children: I. Methods of Procedure 
and Diagnostic Criteria. M. B. Gordon, Brooklyn.—p, 659. 
Pertussis in Adults.—Mannerstedt states that, in a recent 

epidemic of pertussis, chronic coughs in adult contacts were 

sufficiently common to suggest a study of the cases to determine 
whether or not Haemophilus pertussis was an etiologic factor. 

A thorough history covering all the anticipated characteristics 

was taken in all adults (twenty-nine, aged 24 years or more) 
presenting themselves with a chronic cough. This was supple- 
mented by careful follow-up notes. Blood counts were taken 
when the patients were first seen and periodically from every 
two to five days during the clinical course. Cough plates were 
taken when feasible and, after adequate incubation, thoroughly 
examined bacteriologically. The author observed that, in adults, 
pertussis starts with an insidious cough from one to three 
weeks after exposure. This cough lasts from five to six weeks 
or longer. It is worse at night and is intensified by such 
factors as exertion, excitement, eating and temperature changes. 
Whooping and vomiting are infrequent, but gagging and chok- 
ing are common. A thick, white, tenacious phlegm is raised. 

Positive cough plates were obtained in six cases. The clinical 

picture and blood studies were similar to the remaining cases. 

The blood count in adult pertussis is not as characteristic as in 

the juvenile cases and usually is of no value in diagnosis. 


Diphtheritic Myocarditis.—Hoyne and Welford point out 
that in 496 cases of myocarditis which developed- in 4,671 
diphtheria patients there was a fatality rate of 62 per cent. The 
fatality rate was 75 per cent during the age period from 1 to 
5 years, 54 per cent from 6 to 10 years, 50 per cent from 11 to 
15 years, and 43 per cent in those older than 15 years. The 
mortality was highest (70 per cent) in cases in which there 
was nasal involvement and lowest (11 per cent) in simple 
tonsillar diphtheria. Of all deaths from diphtheritic myo- 
carditis, 79 per cent occurred during the first fourteen days of 
the disease, the average day on which death occurred being 
the tenth. Abdominal pain and vomiting with a falling pulse 
rate and blood pressure were signs of grave prognostic impor- 
tance. The malignant type of diphtheria was an important 
factor in accounting for the high mortality rate. The most 
important pathologic change in 126 necropsies was extensive 
toxic myocardial degeneration. Epinephrine and caffeine were 
of no value as permanent circulatory stimulants. Parenterally 
injected dextrose solution seemed to be a life saving measure 
in some cases of severe diphtheritic myocarditis. 
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Rheumatic Encephalitis and Tribrom-Ethanol.—Frisch 
presents the case of a most severe type of chorea, so-called chorea 
insaniens, which occurred shortly after the course of a rather 
mild acute rheumatic fever. The involvement of the central 
nervous system was widespread and severe, evidenced by a 
most marked motor activity and severe emotional disturbance, 
and by hyperpyrexia and cyanosis, which were probably of 
cerebral origin. During the course of the severe nervous dis- 
turbance, there was progressive cardiac involvement, indicated 
first by an incomplete heart block, followed by a definite peri- 
carditis with effysion. After the acute central nervous system 
involvement had subsided, residual nervous phenomena resulted. 
These phenomena consisted of fixation of the eyeballs in a 
downward gaze, with inability for ocular motor activity in 
any direction—an evidence of basal ganglion disease affecting 
ocular motor control. Because of the newer knowledge of the 
pathology of chorea, the clinical features of his case and its 
close relationship to the rheumatic virus, the author believes 
that the designation of the condition as rheumatic encephalitis 
is justified. After other sedatives had failed to produce any 
result, rest and relaxation were obtained by tribrom-ethanol. 
This was administered rectally in a dosage of 80 mg. per 
kilogram of body weight. During the quiet periods produced 
by the anesthetic, nourishment and other therapeutic aids could 
be administered. 


Medical Annals of District of Columbia, Washington 
3: 255-274 (Oct.) 1934 

Maternal Morbidity and Mortality in the District of Columbia. H. F. 
Kane and H. P. Parker, Washington.—p. 255. 

Iodine Resistant Hyperthyroidism. W. R. Morris, Washington.—p. 257. 

Some Observations on Posterior Sinusitis. R. A. Kearny, Washington. 
—p. 262. 

Interrupted Subcuticular Suture. J. Horgan, Washington.—p. 268. 

Midsternal Thoracotomy. H. H. Kerr, Washington.—p. 269. 


New England Journal of Medicine, Boston 
211: 801-848 (Nov. 1) 1934 


Mistaken Diagnoses of Cancer: Case Studies. D. Merrill, Boston. 
—p. 801. 

Treatment of Varicose Ulcer by 
Worcester, Mass.—p. 803. 

Occurrence of Common Duct Stone Following Gallbladder Operations. 
L. Hermanson, Boston, and S. Goldowsky, Providence, R. I.—p. 806. 

Disinfection in Osteomyelitis of Phalanx (Felon). F. J. Cotton and 
G. M. Morrison, Boston.—p. 809. 

Forty Years. F. B. Sweet, Springfield, Mass.—p. 810. 

Hospitals Now and Then. F. A. Washburn, Boston.—p. 816. 

Description of Voluntary Hospital Insurance Plans Now Utilized by 
English Workmen and Their Families. S. Lamb, Liverpool, England. 


—p. 821. 


Gentian Violet. C. M. Krinsky, 


211: 849-906 (Nov. 8) 1934 

Cancer of Lower Colon (Sigmoid) and Rectum. E. L. Hunt, Worcester, 
Mass.—p. 849. 

*Treatment of Angina Pectoris and Congestive Failure by Total Ablation 
of Normal Thyroid Gland: XV. Particular Reference to Surgical 
Technic and Summary of Results in Rheumatic Heart Disease. D. D. 
Berlin, H. L. Blumgart, A. A. Weinstein, J. E. F. Riseman and 
D. Davis, Boston.—p. 863. 

Transurethral Prostatic Resection. 
—p. 871. 

Treatment of Fractures About Ankle Joint. 
—p. 878. 

Treatment of Angina Pectoris by Ablation of Thyroid. 
—In the course of the last eighteen months, Berlin and his 
associates have treated seventy-five patients with various types 
of chronic heart disease by total ablation of the normal thyroid. 
In an attempt to reduce the operative mortality and postopera- 
tive complications to a minimum, anatomic and surgical studies 
have been made of the parathyroid bodies and the recurrent 
laryngeal nerves. The value of various anesthetics has also 
been studied. As a result of these studies, improvements in 
surgical and medical management have been effected and the 
last thirty-six consecutive operations on patients with chronic 
heart disease have been performed without mortality. They 
discuss the surgical problems that should be considered in the 
technic of the operation: the parathyroids, recurrent laryngeal 
nerves, the necessity for total ablation of the thyroid, the choice 
of anesthesia, the selection of patients and changes in preopera- 
tive and postoperative treatment, the preoperative basal meta- 
bolic rate and coronary thrombosis. They give the results of 
total thyroidectomy for the treatment of chronic rheumatic 
heart disease and compare with them those obtained in the 
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treatment of arteriosclerotic heart disease. They believe that 
the beneficial results that have been achieved by total ablation 
of the normal thyroid in patients with angina pectoris and 
recurrent congestive failure warrant the further application of 
this procedure in patients who are incapacitated in spite of all 
available medical treatment. 


211: 907-948 (Nov. 15) 1934 


Clinical Study of Chronic Ulcerative Colitis. E. S. Emery Jr., Boston, 
and P. H. Wosika, Chicago.—p. 907. 

Pernicious Anemia. W. P. Murphy, Boston.—p. 914. 

Pulmonary Tuberculosis Roentgenologically Considered. 
Manchester, N. H.-—-p. 916. 

Two-Stage Operation for Bladder Tumors. 
p. 920 

*Presence 
Vitamin Bs (G) of Antipernicious Anemia Principle. 
and C. P. Rhoads, New York.—p. 921. 

*Leverage Reduction in Fractures of Surgical Neck of Humerus. F. J, 
Cotton and G. M. Morrison, Boston.—p. 924, 


Antipernicious Anemia Principle in Egg White.—The 
observations of Miller and Rhoads indicate that, contrary to 
the conclusion of Wills, the dietary antipernicious anemia 
factor is present in egg white; hence they fail to substantiate 
the conclusion of Wills that the antipernicious anemia factor 
and vitamin B. (G) are dissimilar. That vitamin Be (G) and 
the antipernicious anemia dietary constituent are identical is 
also not justified, since egg white may well contain an almost 
infinite number of substances other than the vitamin. The 
results of an experiment in which a clear cut increase of reticulo- 
cytes and improvement of blood values followed the administra- 
tion of an amount of rice polishings concentrate containing 
only 7.5 units of vitamin Bz (G) are clear cut. If vitamin B, 
(G) is the active principle it must be effective in an exceedingly 
low concentration, since in two experiments no more than 100 
and possibly as few as 20 units daily was sufficient to effect 
a response. In one experiment an amount of material contain- 
ing only 7.5 units daily was effective. The difference in weight 
between the largest rats employed and an average adult human 
being is as 1:1,400. Conclusive proof of the identity or lack 
of identity of the dietary antianemic factor and vitamin B,. (G) 
must be deferred until isolation of the vitamin in a pure form. 

Fractures of Humerus.—The form of reduction that 
Cotton and Morrison are using for fractures of the surgical 
neck of the humerus is as follows: Finger and roentgen 
examination are done in order to define the relation of frag- 
ments. Then the patient is anesthetized and placed on his 
back. Strong steady pull is exerted downward on the wrist 
(arm in extension) with a hand grip or with a clove hitch 
about the wrist, for at least five minutes. Then the operator 
thrusts his arm through the axilla and, with his hand flat on 
the table beneath the patient’s scapula, uses his forearm as a 
lever to pry the humerus outward. This is to overcome the 
spastic pull of the great pectoral muscle. When this spasm 
eases off, the assistant adducts the straight arm to the midline 
and forward (upward as the patient lies) while the surgeon, 
with the position of his arm almost unchanged, uses this arm 
as a lever to pry the upper end of the lower fragment out and 
backward. After one or two maneuvers of this sort, something 
moves; this is checked roentgenologically and the maneuver 
is repeated or varied as indicated. If reposition is fairly exact, 
the tendency to redisplacement is small and no apparatus other 
than a sling and a circular swathe is needed. Motion may be 
begun early (one week). Pendulum exercises are most useful 
with the arm hanging free, the patient doing the swinging. 
The authors cite three typical cases as ordinary routine examples. 


A. S. Merrill, 
A. H. Crosbie, Boston.— 


in Egg White and in Rice Polishings Concentrate Low in 
D. K. Miller 


New Orleans Medical and Surgical Journal 
87: 281-354 (Nov.) 1934 


G. C. Jarratt, Vicksburg, Miss.—p. 284. 
M. Sullivan 


Congenital Syphilis. 
Value of Quantitative Skin Tuberculin Test in Adults. 
and W. R. Wirth, New Orleans.—p. 291. 
Practical Tuberculosis Case-Finding Program. B. D. Blackwelder, 
Hattiesburg, Miss.—p. 295. 

Summary of Refractive Conditions and Causes of Blindness in Missis- 
sippi. A. G. Wilde, Jackson, Miss.—p. 303. 

Squint and Its Treatment. L. F. Gray, Shreveport, La.—p. 307. 

Pneumoperitoneum Concurrent with Paracentesis: Its Use in Papillo- 
cyst Adenomas of Ovary. L. A. Fortier and T. T. Gately, New 
Orleans.—p. 315. 

Treatment of Esophageal Strictures with Air and Water Pressure. J. C. 
Rice, Natchez, Miss.—p. 316. 
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Oklahoma State Medical Assn. Journal, McAlester 
27: 389-424 (Nov.) 1934 

*Epilepsies Associated with Endocrine Disorders. H. H. Turner, Okla- 
homa City.—p. 389. 

Report of Series with Alum Precipitated Toxoid. C. E. Bradley, Okla- 
homa City.—p. 393. 

Generalized Skin Eruption with Gastro-Intestinal Involvement Due to 
two Different Species of Fungi. O. G. Hazel and J. H. Lamb, 
Oklahoma City.—p. 395. 

Pneumoperitoneum as Practical Procedure in Gynecology. A, R. Sugg, 
Ada.—p. 398. 6 

The Neurasthenic Patient. S. C. Shepard and F. J. Nelson, Tulsa.— 


Bae W. H. Bailey, Oklahoma City.—p. 408. 

Epilepsies Associated with Endocrine Disorders. — 
Turner demonstrates the importance of endocrine dyscrasias as 
an etiologic factor in the causation of epilepsy. He presents 
cases illustrating endocrine (parathyroid, pancreas, suprarenal 
and hypophysis) disorders in the convulsive states relieved by 
endocrine therapy. Calcium metabolism is regulated by the 
parathyroids. One of the prominent actions of calcium is on 
the excitability of the nervous and muscular systems. This is 
evidenced in parathyroid tetany by marked nerve and muscular 
hyperirritability due to a lowered calcium balance. Calcium 
by mouth is indicated in the parathyroid and infantile types. 
The réle of the pancreas and disturbed sugar metabolism as 
a caustive factor in epilepsy has been demonstrated by Seale 
Harris and others. They have proved conclusively the definite 
association of convulsive states with hyperinsulinism and other 
hypoglycemic conditions. The majority of cases of functional 
hypoglycemia may be treated by frequent feedings or by a diet 
high in fat, which has a depressing effect on the pancreas, or 
with solution of pituitary, which is an antagonist of insulin. 
Hyperinsulinism due to neoplasms of the pancreas is best treated 
by operative procedures. Myasthenic, narcoleptic and epileptic 
episodes are frequent sequels of suprarenal insufficiency. In 
Addison’s disease fatigue, insomnia, mental aberrations, nervous 
irritability and convulsive seizures occur commonly. Their 
immediate relief following injections of extracts of suprarenal 
cortex is striking. In other hyposuprarenal conditions epi- 
nephrine, the hormone of the medulla, may be equally efficacious. 
The relationship between the hypophysis and epilepsy was 
established when an anatomopathologic examination in cases 
of epilepsy revealed changes in the pituitary. A typical case 
is the one reported by Kryloff. The rather frequent occurrence 
of physiologic and morbid changes in the hypophysis, thyroid, 
suprarenals and other incretory glands in cases of epilepsy gives 
an indication of the relationship of these glands to this condition. 
It is an established fact that there is a definite functional rela- 
tionship, and one is readily able to suppose that convulsive 
crises may be lessened by a normal physiologic balance and 
aggravated by a condition that produces an abnormal or toxic 
pituitary secretion. This may readily explain the numerous 
cases of thyroid origin and their relief by the administration of 
thyroid or by thyroidectomy, accompanying changes in the 
suprarenals and relief by suprarenal substance and by denerva- 
tion, and the convulsive action of insulin, which is partially 
counteracted by the injection of solution of pituitary. 


Public Health Reports, Washington, D. C. 
49: 1325-1358 (Nov. 9) 1934 
The Role, Organization and Function of Psychiatric Service in a Cor- 
rectional Institution. R. P. Hagerman, W. K. Dyer and C. C. 
Limburg.—p. 1325. 
The Social Point of View of Psychiatric Service in a Correctional 
Institution, Amy N. Stannard.—p. 1336. 


49: 1359-1382 (Nov. 16) 1934 


The National Leprosarium, Carville, La.: Review of More Important 
Activities During the Fiscal Year Ended June 30, 1934. O. E. 
Denney.—p. 1359. 

The Personality Factor in Prison Discipline. F. G. Zerbst and D. E. 
Singleton.—p. 1365. 

Problem Neuroses and Their Management in a Correctional Institution. 
M. J. Pescor.—p. 1370. 


49: 1383-1414 (Nov. 23) 1934 
*Streptococeus Bacteriophage: Study of Four Serologic Types. Alice 

C. Evans.—p. 1386. 

Serologic Types of Streptococcus Bacteriophage. — 
Evans describes four serologic types of streptococcus bacterio- 
phage, designated A, B, C and D. Their distinct behavior in 
cross serologic reactions is the only character that clearly 
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differentiates them. The virulence of a lytic filtrate for a 
given strain of streptococcus depends on the sensitivity of the 
strain and varies with different strains. When kept in a 
refrigerator protected from the air, streptococcus bacteriophage 
retains its virulence for years. Exposure hastens its deteri- 
oration. The addition of phenol or merthiolate in quantities 
used ordinarily for preservation also hastens its deterioration. 
There was no notable difference in the deleterious effect of the 
two preservatives. The inactivation temperature for strepto- 
coccus bacteriophage lies between 60 and 65 C. There is a 
slight but definite difference in the inactivation temperature of 
the several types of bacteriophage. Bacteriophages A and B 
were inactivated at 60, bacteriophage D at 63 and bacterio- 
phage C at 65 C. The size and the nature of the plaques 
formed on agar cultures depend on the streptococcus that forms 
the substratum as well as on the type of the bacteriophage. 
Secondary cultures were generally resistant to lysis by filtrates 
homologous to that in which growth occurred. In the nascent 
state (in the presence of a sensitive strain) streptococcus bac- 
teriophage will attack strains that are resistant to the filtered 
lysate. The four races of bacteriophage in the nascent state 
were examined for ability to attack 421 strains of hemolytic 
streptococci. Bacteriophage A lysed 89.3 per cent of strains; 
B, 88.4; C, 79.3, and D, 9.7 per cent. In general, pneumococci 
were more sensitive than hemolytic streptococci to the four 
types of bacteriophage in the nascent state. None of the few 
strains of the alpha type of streptococcus examined were 
sensitive to the bacteriophage. Among the few strains of 
Streptococcus lacticus examined, one was found sensitive to 
bacteriophage D and one of a few strains of staphylococcus 
was found sensitive to bacteriophage A. According to their 
sensitivity to the four races of bacteriophage, the strains of 
hemolytic streptococci fell into eight groups, the largest of 
which agree in a general way with groups already recognized 
as species on the basis of other characteristics. 


Radiology, Syracuse, N. Y. 
23: 521-650 (Nov.) 1934 

*Roentgenologic Study of the Duodenum After Intubation and Obturation. 
P. H. Shiffer, Stroudsburg, Pa.—p. 521. 

Roentgen Therapy in Chronic Sinusitis: Further Report. F. E. Butler 
and I. M. Woolley, Portland, Ore.—p. 528. 

Irradiation of Radiosensitive Tumors. M. Kahn, Baltimore.—p. 538. 

Treatment of Epithelioma of Skin. G. E. Pfahler and J. H. Vastine, 
Philadelphia.—p. 542. 

Radiation Therapy in Carcinomas of the Uterine Cervix. H. Schmitz, 
Chicago.—p. 548. 

*“New Encephalographic Technic: Insufflation of Air by Double Puncture 
Method: Cisternal and Lumbar Combined. M. R. Castex and L. E. 
Ontaneda, Buenos Aires, Argentina.—p. 551. 

Changes in Lungs and Pleura Following Roentgen Treatment of Cancer 
of Breast by Prolonged Fractional Method. Harriet C. McIntosh, 
New York.—p. 558. 

Some of the Difficulties in Interpretation of Cholecystograms. Cassie B. 
Rose, Chicago.—p. 567. 

Right Upper Abdominal Pain. D. C. Balfour and B. R. Kirklin, 
Rochester, Minn.; C. Hunter and B. J. Brandson, Winnipeg, Manit., 
and L. J. Carter, Brandon, Manit.; reported by L. J. Carter, Brandon, 
Manit.—p. 571. 

Results of Treatment of Carcinoma of Penis. H. H. Bowing, R. E. 
Fricke and V. S. Counseller, Rochester, Minn.—p. 574. 

The Mesentery: Radiologic Study. R. Pomeranz, Newark, N. J.—p. 
582. 

Diaphragm‘and Plate Divider for Chest Roentgenography. C. J. Zintheo 
Jr., Richmond Highlands, Wash.—p. 594. 

Solitary Cysts of the Kidney. C. C. Higgins ard E. J. Lavin, Cleveland. 
—p. 598. 

Obstetric Roentgenography. J. Rodriguez, Fort Wayne, Ind.—p. 604. 

Gastrojejunocolic Fistula. L. G. Glickman, Milwaukee.—p. 609. 

Prenatal Diagnosis of Lacuna Skull (Liickenschadel). R. J. Maier, 
Chicago.-——p. 615. 

Roentgenologic Study of the Duodenum.— Shiffer 
employs a tube 106 cm. in length and 6 mm. in diameter for 
roentgenologic study of the duodenum. The tube is divided 
longitudinally into two lumens by a rubber partition, one lead- 
ing to a balloon at its distal end and the other to an 
opening just proximal to the attachment of the balloon. A 
duodenal bucket at the distal end of the tube over which the 
balloon is attached is employed for the purpose of making the 
localization of the distal end of the tube under the fluoroscope 
easier. A Luer syringe is used to inject air, usually about 
40 cc., into the balloon. The size of the balloon and the amount 
of air necessary to distend it are tested prior to each intubation. 
When the balloon is in place it is distended with air. A 
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barium mixture is then allowed to run from a small vessel by 
gravity into the duodenum proximal to the balloon, the speed 


of flow being regulated by the height of the reservoir. The 
patient is intubated after a fast of from twelve to fifteen hours. 
The time required for the balloon to reach the duodenum 
varied from one-half to one and a half hours. This time can 
be shortened if fluoroscopic control and manual manipulation 
are used. It is well to have 1 or 2 inches of slack tube in the 
stomach so that it does not hug the lesser curvature of the 
stomach too closely. The ideal place in the duodenum for 
the balloon is in the third or fourth portion. The purpose of 
the examination will be defeated if too much air is used at 
first. Undue stretching of the duodenal wall will initiate violent 
reverse peristalsis, with regurgitation of the balloon. A com- 
plete obstruction should not be done at first, as an acute lesion 
may be present. Caution must also be used when the barium 
is allowed to run in so that a too sudden increase of pressure 
in the duodenum is not caused. Sufficient air to distend the 
balloon to a diameter of 2.5 cm. should be injected at first, and 
then the barium mixture is allowed to run in slowly: if a 
small amount of the barium escapes beyond the balloon, more 
air may be introduced slowly until the opaque substance can 
be seen to fill the proximal duodenum. Fluoroscopic observa- 
tions are made continuously while the cap and the rest of the 
duodenum above the obstruction are being filled, films being 
exposed at any desired times. The tube is withdrawn after 
deflation of the balloon at the end of the examination. In a 
series of thirty patients, twelve normal and eighteen pathologic, 
the author observed that sometimes certain lesions not clearly 
recognizable by the ordinary roentgenologic methods may be 
identified. In these cases the foregoing technic confirmed the 
diagnosis of a normal duodenum in twelve, duodenal ulcer in 
seven and differentiated adhesions from ulcers in four, ruled 
out both ulcers and adhesions in three, and demonstrated a 
cholecystoduodenal fistula in one, a dilated ampulla of Vater in 
three, duodenal occlusion or stasis in three and an enlarged 
head of the pancreas in one. 

New Encephalographic Technic.—Castex and Ontaneda 
submit an encephalographic technic based on the existing 
difference of tension between the fundus of the dural cavity 
and the cisterna magna, when the patient is sitting up. The 
principle of the method is that, if a glass container filled with 
air is connected to a needle inserted into the cistern and another 
needle in the dural cavity, the lumbar liquid will pass into the 
glass container because of its higher pressure, will dislodge 
the air harbored in it and then will send this air into the cistern 
and finally into the endocranium, without practically altering 
the endocranial tension. The results that they obtained by 
this method in about 100 cases are satisfactory and they believe 
that it is just as innocuous as ventriculography or more so, 
and much more than encephalography, thus ccmpensating for 
its greater technical complexity. 


Science, New York 
80: 463-484 (Nov. 23) 1934 
*Blood Pressure of Typhoid Carriers. F. C. Forsbeck, Lansing, Mich. 
—p. 478. 
an nll Requirement of an Acromegalic Giant. 

Boston.—p. 482. 

Determination of Carbon Dioxide in Atmosphere of Closed System. 

C. Z. Rosecrans.—p. 483. 

The Axis of the Human Foot. 

York.—p. 484. 

Blood Pressure of Typhoid Carriers.—Forsbeck observed 
that a chronic typhoid carrier of long standing is more likely 
to have hypertension than a person of the same age in the 
general population. The arbitrary limit of normal systolic 
blood pressures is placed frequently at 140 mm. The mean 
systolic pressure even for those older than 60 years is but 
135.2 mm. On the other hand, of forty carriers of long and 
short standing, 55 per cent had a systolic pressure above 
140 mm., the mean systolic pressure of the group being 155 mm. 
An elderly group of twenty-seven persons in a county home, 
many of whom had arteriosclerosis, had a mean systolic pres- 
sure of but 145 mm., whereas twenty-seven carriers with the 
same mean age had an average pressure of 175 mm. In the 
eleven carriers who had typhoid before 1911, the lowest systolic 
pressure was 158 mm. and the mean 197 mm. 


A. W. Rowe, 


H. Elftman and J. T. Manter, New 


CURRENT MEDICAL LITERATURE 





, FOREIGN 


An asterisk (*) before a title indicates that the article is abstracted 
below. Single case reports and trials of new drugs are usually omitted. 


British Journal of Anaesthesia, Manchester 
12: 1-48 (Oct.) 1934 
Spinal Anesthesia. Sebrechts.—p. 4. 
General Intravenous Anesthesia with Evipan Sodium. 
—p. 28. 
Dosage of “Avertin’” as Surgical Anesthetic. W.R. N. Morton.—p. 33, 
Who Was the Person Who Discovered Chloroform for Anesthesia: 
Was It Simpson or Waldie? A. J. O’Leary.—p. 41. 


P. Serocca, 


British Journal of Surgery, Bristol 
22: 201-416 (Oct.) 1934 


Fracture of Femur with Luxation of Ipsilateral Hip. 
and M. Bayumi.—p. 204. 

Fragilitas Ossium Tarda. I. Fraser.—p. 231. 

Cysts in Region of Pancreas: Notes of Case. 
E. G. Muir.—p. 241. 

*Gangrene Following Fractures: 
p. 246. 

*Chronic Epididymo-Orchitis or Fibrosis of Testicle of Filarial Origin. 
P. N. Ray.—p. 264. 

Osteogenesis Imperfecta with Blue Sclerotics in Natives of India: 
Cases. W. L. Harnett.—p. 269. 

*Cholecystitis Without Stone: Investigation of Two Hundred and Sixty- 
Four Operated Cases from Clinical, Radiologic and Pathologic Aspects: 
Attempt to Determine Factors of Service in Estimating Prognosis. 
W. A. Mackey.—p. 274. 

Pancreatic Fistula: Report of Case: 
R. M. James.—p. 296. 

Torsion of the Gallbladder. A. R. Short and R. G. Paul.—p. 301. 

One Stage Lobectomy for Bronchiectasis: Account of Forty-Eight Cases. 
A. T. Edwards and C. P. Thomas.—p. 310. 

Sarcoma of the Duodenum: Report of Case. M. Silverstone.—p. 332. 

Establishment of Laryngeal By-Pass. H. P. Pickerill.—p. 337. 

Excision of Esophagus for Carcinoma. R. Rutherford.—p. 340. 


Grangrene Following Fractures.—Dodd states that gan- 
grene may follow after several types of injury to the main 
artery of the limb: 1. Complete division of the chief vessel 
by sharp or blunt trauma. 2. Penetration of the principal artery, 
e. g., by a fragment of bone; groups 1 and 2 usually result in 
cessation of the blood supply by thrombosis or by the formation 
of a diffuse traumatic aneurysm. 3. Contusion or rupture of 
the intima, or of the media and the intima together, leading to 
vascular obstruction by thrombosis. 4, Embolism by a throm- 
bus that has originated in the artery at the level of the injury 
becoming detached and lodging more distally as an embolus; 
it is usually located at a bifurcation, e. g., at that of the 
popliteal artery. A condition of segmentary vessel spasm may 
also result in threatened or actual gangrene. In the diagnosis 
of injury to and occlusion of a main artery, all or various 
combinations of the following signs and symptoms may be 
found: 1. Presence of pulsation above the injury, with impair- 
ment or loss of it below this level. 2. Below the traumatized 
place an alteration from the normal sensation. 3. Blanching, 
cyanosis and stone coldness of the limb below the injured area. 
Later bullae and large blebs may form on the skin. 4. Loss 
of muscle power; e. g., inability to make the slightest move- 
ment of the foot or toes after a fractured tibia, even with 
considerable effort. 5. Presence of a hematoma and bruising 
about the vessel. This may not be apparent immediately on 
inspection but, if the part is palpated by the fingers, the tension 
will be detected. 6. Sometimes tenderness and pain localized 
precisely over the chief vessel at the point of injury; this sug- 
gests thrombosis. 7. Gradual fall in the blood pressure of the 
limb as compared with the systemic figure denoting failing 
local circulation. Careful inspection of the roentgenograms 
may reveal signs of calcified arteries. When the onset of 
gangrene following a fracture is suspected, in view of the 
inevitable amputation when it occurs, surgical intervention, even 
though it may be heroic, is justified. The systemic indications 
of diseased arteries and especially the foregoing signs of inter- 
ference with the circulation in a limb, should be watched for 
in all bone injuries. When the symptoms have appeared and 
have not subsided shortly, wide exploration of the main vessels 
at the site of injury is suggested. When the vessels have been 
defined, the further procedure will depend on the changes found, 
on the patient’s condition, on the surgeon and on his equipment. 
One of several operations may be necessary. He presents cases 
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Fibrosis of Testicle of Filarial Origin.—Ray reports a 
case of chronic epididymo-orchitis of nonvenereal origin. In the 
differential diagnosis of the case new growth of the testicle, 
diffuse tertiary syphilitic orchitis or gumma, hematocele and 
epididymo-orchitis of filarial origin were taken into considera- 
tion. The insidious onset, tardy rate of growth, history of 
venereal disease, moderately positive Wassermann reaction and 
the firm consistency of the swelling were points in favor of a 
diffuse syphilitic orchitis rather than a gumma. The points 
against it were the presence of testicular sensation, lymph- 
angiectasis of the spermatic cord and the history of two previous 
attacks of pain in the testicle with successive increase in size. 
These points were in favor of a filarial complication. The 
testicle was adherent to the scrotum anteriorly, presenting a 
small fluctuating area, through which about a drachm (4 cc.) 
{ sterile necrotic fluid was evacuated. During the patient’s 
four weeks in the hospital, the course of the disease was 
apyrexial. The blood report showed an eosinophil count of 
2 per cent, but no definite cause could be discovered to explain 
it. The blood was not examined again for the microfilaria. 
The testicle was removed by operation. The testicle and 
epididymis, which was converted into a necrotic mass, were 
embedded in a connective tissue matrix, surrounded by a thick 
fibrous capsule, obliterating the vaginal sac. Microscopically, 
sections of adult female worms (Filaria Bancrofti) and numer- 
ous microfilarias, contained within the uterus, were seen in the 
tunica albuginea. Degenerating adult filarias were also seen 
in the epididymis. No evidence of secondary pyogenic infection 
could be adduced. The conclusion reached was that the adult 
filaria was the real cause of the pathologic changes in the 
testicle. The condition has been described under the name of 
chronic epididymo-orchitis or fibrosis of the testicle of filarial 
origin. 

Cholecystitis Without Stone.—From a study of 243 cases 
of cholecystitis without stone and twenty-one cases of choles- 
terosis of the gallbladder accompanied by gallstones, Mackey 
observed that: In cases of cholecystitis without stone, chole- 
cystectomy carries a mortality of 3 per cent. Cure of symp- 
toms results in 30 per cent, and improvement in 30 per cent. 
In 37 per cent the end result of operation is unsatisfactory. 
Cholecystitis without stone seems to belong to a region on the 
borderline between functional and organic disease. No single 
test is infallible, though, in the individual case, study of the 
clinical history, the cholecystogram and subsequently the micro- 
scopic sections may each yield information pointing toward or 
away from the galbladder. The results of cholecystectomy 
indicate that it is dangerous to overemphasize any one of these 
methods of investigation or to attribute importance to minute 
details. To establish a diagnosis of cholecystitis the history 
must be typical and should include pain. No evidence has been 
obtained that either flatulent dyspepsia or food selection neces- 
sarily indicates gallbladder disease or is likely to be relieved 
by the removal of the gallbladder. Cholecystographic changes 
must be definite and mere impairment of the density of the 
gallbladder shadow does not mean invariably that the gall- 
bladder is pathologic. While almost every gallstone will be 
revealed by the use of the dye test, the same degree of precision 
is not attained in the field of stoneless cholecystitis. Microscopic 
changes are probably not significant unless they are fairly 
gross. Cholesterosis of the gallbladder is not of itself a patho- 
logic or symptom-producing condition. A considerable propor- 
tion of patients are unrelieved by the removal of a stoneless 
gallbladder; the therapeutic failures are due to symptoms hav- 
ing their origin outside the gallbladder. The appendix, how- 
ever, does not seem to be the organ responsible. The results 
of surgical treatment of cholecystitis without stone are relatively 
unpredictable in the individual case, even by the most modern 
of laboratory procedures. Certainly they are not so good as 
in the presence of gross organic disease, when, generally speak- 
ing, symptoms are clamant and relief after operation is dramatic. 


Edinburgh Medical Journal 
41: 605-652 (Nov.) 1934 
e II Auriculoventricular Block and Réle of Digitalis in Etiology of 
\uriculoventricular Block. W. A. R. Thomson.—p. 605. 
E ipan Anesthesia. C. K. Joannidis.—p. 615. 
‘alakoplakia of Urinary Bladder: Report of Case. A. E. Chisholm 
iid G. R, Tudhope—p. 626. 
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Guy’s Hospital Reports, London 
84: 257-386 (July) 1934 
Three Early Nineteenth Century Guy’s Physicians: William Babington, 

James Curry and James Laird. W. Hale-White.—p. 259. 
*Hemorrhagic Nephritis and Necrosis of Liver from Dioxan Poisoning. 

H. Barber.—p. 267. 

The Heart in Myxedema. M. Campbell and S. S. Suzman.—p. 281. 
Studies in Bright’s Disease: XI. Value of Antiscarlatinal Serum in 
Prevention of Postscarlatinal Nephritis. A. A. Osman.—p. 302. 

Sclerema Neonatorum (Adiposum). C. K. Simpson.—p. 307. 
Anal Achalasia and Megacolon (Hirschsprung’s Disease; Idiopathic 

Dilatation of the Colon). A. F. Hurst.—p. 317. 

Observations on Gastritis. C. K. Simpson.—p. 351. 
Fallacies in Fecal Bacteriology. F. A. Knott.—p. 363. 
*Roéle of Manipulation in Treatment of Lower Back Pain. T. T. Stamm. 

—p. 372. 
icicens Mouth Ulcers. G. P. B. Whitwell.—p. 383. 

Nephritis and Necrosis of Liver from Di-Ethylene 
Di-Oxide Poisoning.—Barber cites the records of five men 
who died as the result of working in a process in which 
di-ethylene di-oxide was used. The morbid anatomy was proved, 
by necropsy, to be hemorrhagic nephritis in four cases asso- 
ciated with central necrosis of the liver, which was proved 
by histologic examination in three cases. There is evidence 
that a few intense exposures to the chemical toxin are much 
more serious than repeated slight exposures. It is. suggested 
that the kidney disease was the more serious condition and 
was responsible for the fatal termination. It is possible that 
the liver necrosis, although widespread, was compatible with 
recovery. The morbid anatomy and histology show such acute 
damage to the kidneys as to suggest one large dose of the 
poison absorbed from the stomach. But it was concluded that 
absorption was by inhalation. The most feasible explanation 
is that after the process was intensified some liver necrosis 
was taking place day by day, unsuspected in the absence of 
jaundice, and that, when the toxiphylactic action of the liver 
failed, the poison passed on to the kidneys. In no case was 
there jaundice to indicate damage of the liver; but the early 
symptoms of the fatal illness are compared with short attacks 
of stomach trouble, which are attributed to sublethal doses of 
the poison producing some liver necrosis, from which recovery 
took place. The fatal illness lasted about a week, from the 
third day of which uremia was predominant. There is little 
evidence of disease from chronic poisoning, but those exposed 
to the chemical showed a definite increase of leukocytes, par- 
ticularly the neutrophils. The absence of fatty change in the 
liver of the fatal cases is quite different from what is found 
with other known liver poisons, such as alcohol and chloroform. 

Manipulation in Treatment of Lower Back Pain. — 
Stamm points out that the possibilities of manipulation as a 
method of treatment are limited. Only two purposes can be 
achieved by its employment: (1) the replacement in apposition 
of displaced articular surfaces in dislocations and subluxations 
and (2) the breaking down of obstructions to movement. Pain 
in the back may be produced by the stretching of fibrous or 
scar tissue, by localized pressure, as when two bony points 
become impacted, and by congestion, which acts by causing 
intercellular tension, as in the pain of inflammation. The 
pain associated with the stretching of fibrous or scar tissue is 
characteristic. It is induced by activity and becomes steadily 
worse until rest is taken. The pain associated with a sub- 
luxation is also of the first variety. As the articular surfaces 
are no longer in correct apposition, certain of the ligaments of 
the joint must be under increased tension and this may persist 
even at rest. The pain therefore tends to be of a more con- 
tinuous nature, and the congestive element is frequently present. 
The pain of localized pressure plays a much less important 
part in these cases and is usually associated with gross organic 
changes. In most cases the affected bony projections can be 
identified either by palpation or by roentgenograms and it is 
found that movements which tend to separate them will relieve 
pain and vice versa. There is little scope for manipulation in 
the majority of cases of this type. Lower back pain which 
has its cause in the congestion of inflammation is similar in 
character to pain in other parts of the body attributable to the 
same cause. It takes the form of a continuous ache, made 
worse by activity and persisting even during rest. It is not 
relieved by alterations of position. It is characteristic of this 
type of pain that a feeling of stiffness in the part is experi- 
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enced after a period of rest, and the first movements are the 
most painful. Manipulation in cases of this character requires 
careful consideration. In subluxation, manipulation affords the 
only rational line of treatment and gives satisfactory results. 
The majority of patients are afforded instant and complete 
relief. In acute and chronic sprain the adhesions and scar 
tissue can be broken down by manipulation and full mobility 
restored. There are then no structures to be put on the 
stretch, and the pain is relieved. At this stage exercises are 
beneficial, because by their means the restored mobility is 
retained and adhesions are prevented from reforming. In 
chronic strains, the result of inadequate muscular function, 
muscular reeducation, together with the correction, after care- 
ful analysis, of faulty posture associated with and related to 
occupation is indicated. Manipulative treatment is merely an 
important incident in the general scheme. In cases of focal 
infection, the infection is dealt with first. Then, if the pain 
persists, manipulation may be performed. The results in the 
majority of doubtful cases show that the pain is relieved con- 
siderably by the manipulation, indicating that no active inflam- 
mation was present. Cases of sacro-iliac contusion derive no 
benefit from manipulation. Prolonged immobilization in a 
plaster cast would appear to be a more rational line of treat- 
ment. In all cases of possible damage to bone or cartilage in 
which manipulative treatment is contemplated, preliminary 
roentgen examination is of the utmost importance. Manipula- 
tive treatment must not be undertaken for osteo-arthritic cases, 
as complete ossification of the spine may occur. In acute cases 
of true primary sciatica and in those cases in which the pain 
has been present for only a short time, manipulation should 
be avoided. In long standing cases, however, in which it is 
probable that the pain has been perpetuated by the presence 
of adhesions, it is not of itself a contraindication to manipula- 
tion, which is often followed by considerable relief from pain. 


Journal of Anatomy, London 
69: 1-152 (Oct.) 1934 

Dual Structure of Neopallium: Its History and Significance. R. A. 
Dart.—p. 3. 

Muscles of Full and of Short Action. R. W. Haines.—p. 20. 

Arterial Vascular Patterns. H. H. Woollard and G. Weddell.—p. 25. 

Menstrual Cycle of Primates: Part VII. Sexual Skin of Chimpanzee. 
S. Zuckerman and J. F. Fulton.—p. 38. 

Vascularization of Cartilage. D. J. Hurrell.—p. 47. 

*New Method of Study of the Brain Capillaries and Its Application to 
the Regional Localization of Mental Disorder. F. A. Pickworth.— 
p. 62. 

Variations in the Cortical Lipoid of Guinea-Pig Suprarenal with Sex 
and Age. R. Whitehead.—p. 72. 

Regenerative Power of Uterus. H. Selye and T. McKeown.—p. 79. 

Extroversion of Cerebral Hemispheres in Human Embryo. R. H. 
Hunter.—p. 82. 7 

Some Mechanical Factors in Evolution of the Central Nervous System. 
R. D. Wright.—p. 86. 

Factors Concerned in Bone Structure. R. D. Wright.—p. 89. 

Dorsal Hair Tracts of the Australian Aborigine. F. Wood-Jones.— 
p. 91. 

Structure of Primate Kidney. W. L. Straus Jr.—p. 93. 

Skull Showing Absence of Coronal Suture. R. K. Rau.—p. 109. 

Emissary Foramina of the Cranium in Primates. G. I. Boyd.—p. 143. 

Breech Fused Twin Monster. M. A. H. Siddiqui.—p. 118. 


New Method of Study of Brain Capillaries.—Although 
more than 1,000 sections of brains of mental patients have been 
examined, Pickworth considers the work still in its preliminary 
stage. Although it is stated that the cerebrum is one of the 
most vascular of organs, he has found that the vascularity of 
the brain is far less than for instance that of the kidney (about 
one sixteenth), which is surprising in view of the vascularity 
of the brain membranes but understandable since a large pro- 
portion of the brain substance consists of organic soluble “elec- 
trical insulating” material. The preponderance of vascular 
abnormalities is in the cerebral supply, amounting in many 
cases to almost complete anemia. In many cases it is the sub- 
cortical part of the brain that is almost devoid of normal 
staining hemoglobin, merely the shell of the cortex showing 
the vessel stain; i. e., early stage of general softening of the 
brain. These and the smaller ischemic areas indicate neigh- 
boring brain paralysis; congestion may be associated with 
increased irritability of brain tissue. Loss of brain substance 
follows continued ischemia, which becomes evident as a reduc- 
tion of thickness of the cortex or as changes in pattern of the 
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architecture; owing to the plastic nature of brain substance, 
the volume of any given focal lesion becomes greatly reduced 
in the course of time. Quite commonly the author has found 
softenings of the brain, unsuspected during life, which vary in 
size from microscopic areas to an inch or more in length. 
These occur in any part of the white matter of the brain and 
its stem. Capillary hemorrhages are commonly seen, occurring 
in great numbers in the basal ganglions of the few cases that 
he has examined which during life showed choreiform symp- 
toms. Abnormalities of the tissues adjacent to the lateral and 
third ventricles are not uncommonly present, and often thick- 
walled tortuous vessels in the basal ganglions are the seat of 
pathologic changes sometimes accompanied by masses of yellow 
brown granules. 


Lancet, London 
2: 969-1030 (Nov. 3) 1934 
Talipes Equinovarus. D. Browne.—p. 969. 
*Posterior Inferior Cerebellar Thrombosis with Unusual Features. A. J, 

Hall and Elizabeth Cowper Eaves.—p. 975. 

Psychoses in Cases of Malaria Following Exhibition of Atabrine. A. N. 

Kingsbury.—p. 979. 

Silicosis and Malignant Disease. J. H. Dible.—p. 982. 
*Immunization Against Yellow Fever with Attenuated Neurotropic Virus, 

G. M. Findlay.—p. 983. 

Hemostatic Possibilities of Snake Venom. R. G. Macfarlane and B. 

Barnett.—p. 985. 

Posterior Inferior Cerebellar Thrombosis. — Hall and 
Eaves report a case of left posterior cerebellar thrombosis 
belonging, as regards distribution of sensory loss, to the less 
common type in which sensation is affected entirely on the 
side opposite the lesion. The loss of tactile sensation, as well 
as sensations of temperature and pain over the whole contra- 
lateral side, is in marked contrast to all previously recorded 
cases, in which the loss has been dissociated only. The left 
posterior inferior cerebellar artery was smaller than usual; the 
left anterior inferior cerebellar artery was unusually large. 
An area of degeneration corresponding to the distribution of 
the left posterior inferior artery was consistent with an occlu- 
sion of that vessel three months before death. It was smaller 
than usual. No other appreciable area of degeneration was 
found in any part of the brain stem. The degeneration of the 
spinothalamic tract could be traced only as far as the lower 
part of the pons. The authors suggest that in this man tactile 
impulses from the opposite side traveled through the medulla 
either with or closely adjacent to those of pain and temperature. 

Immunization Against Yellow Fever. — Findlay states 
that the presence of active neurotropic yellow fever virus cir- 
culating in the blood stream during the course of immunization 
renders the patient concerned a potential danger both to him- 
self and to the community if any of the known mosquito vec- 
tors of yellow fever are present. Although Mathis, Laigret 
and Durieux state that their mass experiments were not fol- 
lowed by any epidemic outbreak, this does not alter the fact 
that, as shown by the experiments of Davis, Lloyd and Fro- 
bisher, and of Roubaud and Stéfanopoulo, Aedes aegypti is capa- 
ble of taking up the neurotropic virus from the blood stream 
of monkeys and retransmitting it to other animals. Davis 
has recently shown that at each bite the stegomyia mosquito 
injects approximately 100 times the infective dose for the 
mouse. The chief personal danger to which a person with 
active circulating neurotropic virus is exposed is that the bar- 
rier between the blood stream and the brain may be broken 
down and the central nervous system may be invaded by the 
virus. This appears to have occurred in two cases reported by 
Laigret. It certainly occurred in one of the monkeys inoculated 
in the course of the present investigation. Davis, Lloyd and 
Frobisher also record the case of a monkey that developed 
encephalitis following the bite of a mosquito infected with the 
neurotropic virus. Occasionally also mice and guinea-pigs inocu- 
lated intraperitoneally with neurotropic virus have developed 
encephalitis in the absence of any known cerebral trauma. 
Therefore the barriers between the blood and the brain cannot 
be regarded as always impermeable to the neurotropic yellow 
fever virus. A second danger which cannot be excluded entirely 
is that the neurotropic strain may revert suddenly to the viscero- 
tropic virus. In man, following the inoculation of neurotropic 
virus, leukopenia and bradycardia are common, while symptoms 
such as albuminuria and jaundice have been recorded also, 
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and in hedgehogs Findlay and Clarke have shown that sub- 
cutaneous inoculation of neurotropic virus is capable of pro- 
ducing lesions in the liver and stomach similar though rather 
less in degree than those produced by the viscerotropic virus. 
The neurotropic virus should be regarded as pantropic rather 
than strictly neurotropic. 


Chinese Medical Journal, Peiping 
48: 809-1016 (Sept.) 1934 
Xerosis Bacillus in Chronic Dacryocystitis. H. T. Pi—p. 809. 
Bilateral Congenital Epicanthus Inversus and Ptosis: Report of Case. 
T. H. Luo.—p. 814. 
Cuenod and Nataf’s Modification of Saunders’ Operation for Trichiasis 
and Entropion. E. R. Cunningham.—p. 819. 


Entropion in the New-Born and Its Treatment. K. V. Chow.—p. 830. 
Membranous Conjunctivitis Complicated by Binocular Corneal Ulcers 


Caused by Streptococcic Infection. P. S. Soudakoff.—p. 833. 

Recent Progress in the Study of Etiology of Trachoma. F. F. Tang. 

p. 839. 

Tuberculosis of Bulbar Conjunctiva: Case. P. S. Soudakoff.—p. 847. 
Papular Syphilid of Bulbar Conjunctiva: Report of Case. T. L. Ch’in 
and C. K. Hu.—p. 852. 

Gumma of Bulbar Conjunctiva: Case Report. E. R. Cunningham. 
—p. 856. 

Ocular Syphilis. C. K. Hu and E. Chan.—p. 858. 

Cysticercus Cellulosae Subconjunctivalis: Report of Case. H. H. Feng. 

p. 863. 

Keratoconus. T. H. Luo.—p. 869. 

Some Remarks on Torpid Corneal Affections. R. Grimm.—p. 881. 
Some Clinical Observations on Cases of Keratomalacia in Manchuria. 
W. H. Gow.—p. 885. 

Keratitis Nummularis Dimmer: Case Report. W. Y. Chen.—p. 890. 
Some Remarks on Prolapse of Iris and Its Treatment. W. H. Gow. 
—p. 894. 

Leukoma Adherens and Staphyloma Corneae Among Chinese. W. P. 
Ling.—p. 897. 

Pigmented Epithelial Cyst of Iris. Y. T. T’ang.—p. 905. 

Cholesterin Crystals in Juvenile Cataract. C. H. Chou.—p. 910. 
Dislocation of the Lens. L. W. Chang.—p. 916. 

Cataract Among Chinese. H. T. Pi.—p. 928. 

*Subcapsular Cataract in Osteomalacia. H. T. Pi.—p. 948. 

Chalkosis Oculi: Case. C. K. Lin.—p. 965. 

Recent View on Structure of Vitreous Body. P. Soudakoff.—p. 969. 

Senile Disciform Degeneration of Macula: Report of Three Cases. P. 
Soudakoff.—p. 975. 

Ocular Neoplasms Among Chinese: Brief Clinicopathologic Report of 
Eighty-Two Cases with Discussions: Part II. W. P. Ling.—p. 982. 

Epibulbar Melanoma: Case. T. H. P’an.—p. 987. 

Acute Retrobulbar Neuritis in Myelitis: Report of Case. S. P. Chang. 
—p. 991. 

Retrobulbar Neuritis Among Chinese: Preliminary Report. C. P’an. 
—p. 999, 

Oculogyric Crises: Case Report. E. R. Cunningham.—p. 1006. 


Subcapsular Cataract in Osteomalacia.—Pi reports four 
cases from the observation of which there can be no doubt of 
the existence of cataract in osteomalacia. It is a subcapsular 
type of cataract similar to that observed in postoperative tetany. 
In the first case the capsular and subcapsular cataracts existed 
at the same time. Usually the subcapsular cataract exists 
alone. In the first two cases the lenticular opacities were in 
the form of radiating spokes and irregular patches. In the 
last two cases the lenticular opacities were composed of vety 
fine dustlike dots confined to the subcapsular layers of the 
lens. In spite of the severe changes that took place in the 
lens of the second case the visual acuity remained still more 
or less normal for both near and far distance. In the third 
case the vision for both near and far distance was reduced, 
although the patient was not aware of the disease at all. In 
the first case there was blurring of the vision for a duration 
of five years. The cataract seems to have been a slowly pro- 
gressive disease unlike the cataract in postoperative tetany, 
which, according to the observations of different authors, 
usually runs a rapid course. The lenticular opacities during 
the time of observation were reduced after the administration of 
thyroid hormone, which is usually not effective in postoperative 
tetany cases. Tetany was not observed in the third case, and 
even Chvostek’s and Trousseau’s signs were absent. The 
author’s opinion is that the formation of cataract in tetany 
cannot be the result of tetany itself but rather the effect of 
deposition of calcium phosphate in the lens. He recommends 
that the term cataracta tetanica should be discontinued in 
reference to the disease, since the cataracts are developed either 
with or without tetany and since tetany of the other diseases, 
such as epilepsy, gastric disturbance and tetanus, does not 
produce any changes in the lens. In place of this general term 
he Suggests cataract in osteomalacia or adult rickets, cataract 
m rickets or cataract due to hypoparathyroidism, and so on. 
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Presse Médicale, Paris 
42: 1617-1640 (Oct. 17) 1934 
*Undulant Fever and Tuberculosis.. L. Bernard.—p. 1617. 
Eczema of Nursling and Allergy. A. Sézary.—p. 1619. 
Criterion of Treatment of Gastro-Intestinal Ulcer in Medical Thera- 
peutics. C. Bonorino Udaondo.—p. 1621. 
Meinicke Reaction in Colonial Practice. S. Golovine.—p. 1624. 


Undulant Fever and Tuberculosis.—Bernard considers the 
differential diagnosis of these two conditions and their possible 
association. He believes that the cases involving difficulties of 
differentiation may be classed in five categories: 1. Undulant 
fever simulating tuberculous infiltration. The principal symp- 
toms are asthenia, pallor, emaciation and sweats beginning 
insidiously ‘usually in young persons and progressing persistently 
with resistance to all treatment. 2. Pulmonary forms of undu- 
lant fever. These may be subdivided into an acute type of 
pulmonary congestion, a corticopleural type and pleurisy with 
effusion. 3. Undulant fever cachexia. This occurs in prolonged 
undulant fever when the general condition is so profoundly 
affected as to simulate tuberculosis. 4. Acute forms. In this 
type, undulant fever may be confused with miliary tuberculosis. 
5. Localized types. In this group, localization in the articu- 
lations and elsewhere may resemble those which are charac- 
teristic of tuberculosis. The association of the two conditions 
has been confirmed by numerous observations. He concludes 
that the two conditions may be easily confused and may also 
be associated. The confusion may be clarified by careful clinical 
analysis and especially by blood culture, agglutination reaction 
and intradermal reaction. Recent epidemiologic inquiries have 
demonstrated the progressive frequency of undulant fever, and 
it is important to know that this condition produces a new 
group of “false tuberculosis.” 


42: 1641-1656 (Oct. 20) 1934 
*Action of Urinary Extracts on Rabbit Suprarenals and Its Application 
to Diagnosis of Cancer. G. Roussy, C. Oberling and P. Guérin.— 

p. 1641. 

Nature, Place and Interpretation of Roentgenologic Symptomatology in 

Cardiology. D. Routier and R. Heim de Balsac.—p. 1642. 

Urinary Extracts in Diagnosis of Cancer.—Roussy and 
his collaborators have applied the urinary-suprarenal test of 
Aron for cancer to seventy patients with and without cancer. 
It is supposed by Aron that the urine of cancerous patients, 
when injected into rabbits, contains a specific principle which 
causes the excretions of lipoids from the suprarenals. The 
method consisted in preparing an alcoholic extract from 25 cc. 
of fresh urine, drying this extract, redissolving it in a small 
quantity of physiologic serum and injecting it under the skin 
of a rabbit. The same process is repeated daily for three days 
and the animal is killed forty-eight hours after the last injection. 
The suprarenals are fixed and stained and sections are cut. In 
a “positive reaction” the spongiocytes of the suprarenal cortex 
have lost most or all of their fatty inclusions, they seem dark 
and the difference between the normally clear fascicles and 
normally dark reticulum tends to be abolished. In twenty- 
nine of their seventy cases, the results were doubtful; this does 
not exceed the limits of normal variability. In a group of 
twenty-one positive cases there were thirteen cancers, one 
lymphogranulomatosis and seven noncancerous conditions. There 
were twenty negative reactions in ten cancerous and ten non- 
cancerous patients. These results combined with others led 
the authors to the conclusion that the test cannot be used in the 
diagnosis of cancer. 


42: 1657-1680 (Oct. 24) 1934 
*Studies on Physiologic Properties of Anterior Pituitary-Like Principle. 

A. Brindeau, H. Hinglais and M. Hinglais.—p. 1657. 

Biliary Chlorine. E. Chabrol, R. Charonnat, J. Cottet and M. Cachin.— 

p. 1660. 

The Anterior Pituitary-Like Principle.—The separation 
of the follicle stimulating and luteinizing factors of the anterior 
pituitary-like principle present in the urine of pregnant women, 
according to Brindeau and his co-workers, has never been com- 
pletely realized. They have attempted to resolve this difficulty 
by using the titration method for the luteinizing factors 
described by Hinglais and Brouha, by which the specific action 
of this factor on the genital tract of the male mouse is utilized. 
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They have also employed the Zondek titration method for the 
follicle stimulating factor, using the prepuberty female. In this 
manner they were able to obtain preparations rich in one 
factor and poor in the other. The physiologic effects of these 
preparations were tested on prepuberty female mice, prepuberty 
male mice and rabbits. Also the successive and combined action 
of the preparations was tried. The results led them to the 
conclusion that the hypothesis concerning the two factors present 
in the anterior pituitary-like principle is correct. They also 
confirmed the conclusion that the isolated luteinizing factor does 
not act on the ovarian follicle unprepared for its action, They 
believe that the anterior pituitary-like factor is a system of 
complex hormones comprising at least three elements; viz., a 
hormone of follicular maturation, a hormone of follicular sen- 
sitization, and a so-called hormone of luteinization. These three 
hormones are not bound to each other in the natural products 
or active extracts in any constant quantitative relation. 


Archivio Italiano di Chirurgia, Bologna 
38: 227-366 (Oct.) 1934 


*Elephantiasis of Rare Localization: Case. E. Leo.—p. 227. 
Experimental Surgery of Parathyroids. C. Rossi.—p. 251. 
*“Intramural” and “Interstitial’’? Forms of Calculosis of Gallbladder. B. 

Baroni.—p. 273. 

Histopathology of So-Called Cysts of External Menisci. L. Santa.— 

p. 338. 

Elephantiasis of the Back.—Leo reports the case of a 
woman, now 29, who suffered a trauma when between 6 and 7 
that caused neither immediate alterations of the tegumental 
tissues nor inflammatory complications but was followed by the 
development of elephantiasis to such an extent that the whole 
back was involved. None of the causes considered in the 
pathogenesis of elephantiasis or the factor of heredity were 
found in the clinical history. Her somatic and psychic char- 
acteristics indicated the presence of a grave complex endocrine 
dysfunction, especially of the thyroids and of the hypophysis, 
which the author believes was the predisposing factor for the 
development of the disease. Trauma and the mechanical factor 
of gravity acted as secondary agents. The author presents a 
critical review of the various surgical treatments of elephantiasis, 
among which he prefers Gaetano’s operation: complete removal 
of the subcutaneous, edematous and infiltrated tissues and partial 
removal of the muscular aponeurosis, which results in a modi- 
fication of the venous and the lymphatic circulations. He 
followed the general principles of Gaetano’s operation satis- 
factorily, with some modifications, however, because of the 
site of the disease. 

Calculosis of Gallbladder.—Baroni reviews the history 
and literature of Morgagni-Aschoff’s “intramural” form of 
calculosis of the gallbladder, studies the anatomy, histology, 
pathology and pathogenic significance of “Luschka’s tubules,” 
which have been considered the anatomic structure from which 
intramural calculosis develops, and reports three cases of the 
“interstitial” form of calculosis, that is, calculi formed in the 
tissural layers of the walls of the gallbladder not originated 
in the Luschka’s tubules, as well as the results of the clinical, 
anatomic, histopathologic and histochemical studies performed 
in his cases. The condition was associated with lipoidosis and, 
in one case, with a strawberry gallbladder and the classic form 
of intramural calculosis. The mechanism of formation of the 
calculi is explained as follows: In one or more perivascular 
cells of the reticulo-endothelial system a process of primary 
infiltration with lipoids (cholesterol and its sterols), bilirubin 
and calcium occurs. The subsequent nuclear degeneration and 
structural destruction of the cells results in the liberation of 
moriform masses of lipoids, which accumulate in the tissural 
layers of the gallbladder. Owing to the mechanical and chemi- 
cal stimulation of cholesterol the process is associated with an 
active and periodic proliferation of connective tissue cells with 
formation of giant plasmodial cells, which, because of the local 
and general factors, especially those related to the disturbances 
of the cholesterol metabolism, are in turn subjected to the same 
processes of lipoid and pigmented infiltration, cellular degenera- 
tion and liberation of moriform masses, which add themselves 
to those previously stored in the parietal layers of the gall- 
bladder. By this mechanism true calculi of cholesterol, mixed 
with calcium, are formed in the walls of the structure. The 
author compares and identifies the observations made in cases 
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of lipoidosis and of strawberry gallbladder with those observed 
in his cases of interstitial calculosis. He comments on the 
modern views of the clinical and anatomopathologic differen. 
tiation between a gallbladder with lipoidosis and a strawberry 
gallbladder, two conditions which have been considered initia} 
stages of lipoid infiltration and which he considers two phases 
in the evolution of interstitial calculosis. He emphasizes the 
practical and theoretical importance of his hypothesis on the 
existence and origin of the interstitial form of calculosis, g 
form of equal importance with the classic intramural form, 
with which it may coexist in the same gallbladder without any 
mutual interdependence. : 


Policlinico, Rome 
41: 1637-1680 (Oct. 22) 1934. Practical Section 
Perivisceritis: Case. C. Frugoni.—p. 1637. 
“Pancreatic Diastase During Pregnancy. V. Marzetti—p. 1651. 
Putrid Pneumothoracic Empyema and Secondary Myiasis. V. Maccone, 

—p. 1656. 

Pancreatic Diastase During Pregnancy.—Marzetti studied 
the pancreatic diastase of the blood of forty-five women in 
different stages of pregnancy, according to the method proposed 
by Katsch. The latter consists in placing 0.1 cc. of blood in 
2 cc. of a 0.3 per cent solution of glycogen. The mixture is put 
in an incubator for two hours. The dextrose content is deter- 
mined after removal of proteins. The blood sugar determina- 
tion previously made on fasting and the individual reduction 
value of the glycogen solution are subtracted from the dex- 
trose determination. This practical measure for the diastatic 
power of the blood is applicable to all blood sugar tests. The 
author found a marked increase of the pancreatic diastase in 
pregnancy. This he attributes to the hyperproduction of 
ferments through greater pancreatic action. This action is also 
believed to have been influenced by the mechanical factor of 
pregnancy and by the fetal pancreas through the mother. The 
author concludes that the method of Katsch is a valuable aid 
in determining the carbohydrate metabolism in pregnant women 
and, in an indirect way, in testing the hepatic function, which 
runs parallel to the pancreatic function. 


Beitrage zur Klinik der Tuberkulose, Berlin 

85: 313-392 (Oct. 22) 1934 
Atelectasis and Pulmonary Tuberculosis. F. Fleischner.—p. 313. 
a of Atelectasis for Course of Tuberculosis. P. N. Coryllos. 

—p. 4 
*Processes of Induration and of Disintegration in Mediastinal Lymph 

Nodes with Impairment of Adjoining Organs in Higher Age Groups. 

A. Arnstein.—p. 343, 

Calcium Content of Sputum of Tuberculous Patients. S. Puder and 

T. Herczog.—p. 364. 

Anatomic Basis of Allergy in Experimental Tuberculosis. J. Zeyland 

and E. Piasecka-Zeyland.—p. 369. 

Observations in Cases of Rethoracoplasty. D. Szeléczey.—p. 377. 
Rudimentary Polyserositis and Its Sequels. H. Mayrhofer.—p. 385. 

Atelectasis and Course of Pulmonary Tuberculosis.— 
Coryllos found that atelectasis is not an occasional complication 
but a constant phenomenon in the course of pulmonary tuber- 
culosis and that it plays an essential part in the course of the 
disease, particularly in the development of the tuberculous 
caverns and in the healing process. His observations lead to a 
new estimation of the significance of the collapse therapy. He 
compares a cavern in the presence of a pneumothorax with a 
bronchial fistula, the air content of which is never absorbed, 
because it is always refilled by the bronchial fistula. He further 
evaluates the significance of anaerobic conditions for the metabo- 
lism of the tubercle bacilli in the caverns. Then he discusses 
the relation between the oxygen deficiency and the develop- 
ment of connective tissue showing that pulmonary collapse and 
atelectasis favor the development of connective tissue in the 
healing process of tuberculous changes. He stresses the signifi- 
cance of immobilization in the treatment of tuberculous organs, 
for he is convinced that deficiency of oxygen and development 
of anaerobic conditions play an important part in the destruction 
of tubercle bacilli. 

Mediastinal Lymph Nodes of Aged Persons.—Arnstein 
shows that in aged persons the disorders that can be traced to 
tuberculous or anthracotic indurations or to softening of the 
mediastinal lymph nodes are extraordinarily manifold. The 
incidence of such disturbances is comparatively high. To the 
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ysual diagnostic difficulties that are encountered in patients of 
the higher age groups are added those that are due to the type 
and localization of the primary disturbance. However, in the 
greatest majority of the cases it is possible to identify the dis- 
order with considerable certainty, provided the details of the 
clinical aspects are given consideration. The leading symptoms 
are paralysis of the recurrent nerve, particularly of the left 
side, roentgenologic demonstration of an adhesion diverticulum 
or a traction diverticulum of the esophagus, coughing up of a 
blackish substance in the sputum, repeated attacks of pneumonia 
in the same portion of the lung or atypically localized, and 
ysually circumscribed lobar tuberculous foci. The differential 
diagnosis is made difficult by various tuberculous and nontuber- 
clous disorders and particularly by bronchial carcinoma, for 
the latter develops occasionally in aged persons. The treat- 
ment of the processes of induration and of softening and of 
their sequels in the mediastinal lymph nodes of the aged should 
he conservative. A more active treatment is advisable only in 
exceptional cases. 


Beitrage zur klinischen Chirurgie, Berlin 
160: 449-560 (Nov. 7) 1934 

Histopathology of Synovial Membrane of Knee Joint in Nonspecific Dis- 

orders. A. Lawen and M. Biebl.—p. 449. 
*Genesis of So-Called Prostatic Hypertrophy. F. Reischauer.—p. 460. 
Severe Uncorrected Injuries to Vertebrae. W. Kanert.—p. 484. 
*Significance of Mesenteriolitis for Symptomatology, Diagnosis, Course 

and Complications of Appendicitis. O. Levin.—p. 491. 
Congenital Dilatation of Ureters. P. Blimel.—p. 522. 


Genesis of Prostatic Hypertrophy.—Reischauer empha- 
sizes that an important factor in the histologic study of the 
genesis of prostatic hypertrophy is the use of special stains to 
bring out the elastic fibers. The so-called prostatic hyper- 
trophy is not a compensatory regenerative process on the 
part of certain glandular elements. The new growth is formed 
by the proliferation of the mesenchymal tissue of the centrally 
located layer of muscle about the prostatic urethra. The new 
formation is capable of further growth even in the absence 
of the so-called preexisting or accessory prostatic glands fre- 
quently found in the fibromuscular ring of the prostatic por- 
tion of the urethra. The resulting tumor, devoid of glandular 
elements, cannot, however, be grossly distinguished from an 
“adenomatous” hypertrophied prostate. These prostates, com- 
posed almost entirely of fibromuscular nodular masses, do not 
owe their character to the destruction of the glandular elements 
and their replacement by fibro-adenomatous tissue but are pri- 
marily devoid of glandular elements. The distribution of 
glandular elements in the new formation is confined to the 
junction of glandular epithelium with the localized proliferat- 
ing fibromyomatous bundles of the urethral portion. The 
growth stimulus is imparted to the epithelium, if it exists at 
the junction, resulting in the formation of epithelial prolifera- 
tions. These develop into individual nodules, which grow 
faster than those devoid of an epithelial covering. They domi- 
nate the picture and are referred to as fibro-adenomas. The 
same process may occur secondarily. The junction of epithe- 
lium with the spindle-cell fibers may take place secondarily. 
The epithelium of the so-called preexisting glands as well as 
of the urethra may respond to the growth stimulus imparted 
to it by the new connective tissue. .The. epithelium of the 
excretory ducts at the junction with the proliferating mesen- 
chymal tissue may be stimulated to glandular proliferation in 
the same nodules. The author has frequently found this to be 
the case. Prostatic hypertrophy, therefore, is not to be 
regarded as a fibro-adenoma in the usual sense in which the 
epithelium is the sole proliferating element. The primary 
clement is the centrally located prostatic musculature. The 
sprouting of the spindle-cell fibers may take place in the 
absence of glands in the median lobe of the prostate. The 
relationship to myomatosis of the uterus becomes more evident 
it the proliferation of the stroma is considered the cause of 
Prostatic hypertrophy. 

Significance of Mesenteriolitis in Appendicitis.—Levin 
made a study of forty-one cases of acute appendicitis, forty- 
ve cases of interval and eleven cases of so-called primary 
chronic appendicitis, with particular attention to the mesen- 
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teriolum of the appendix. He concludes that in every case of 
appendicitis there are definite inflammatory alterations in the 
mesenteriolum of the appendix. The extent of alterations in 
the mesenteriolum corresponds to the severity of the infectious 
process in the appendix. The following typical alterations were 
present in the mesenteriolum in the acute stage of appendicitis : 
edema, infiltration with polymorphonuclear leukocytes, acute 
lymphangitis with frequent thrombophlebitis, reaction on the 
part of the endothelium of the capillaries and the mesothelial 
cells, and a perivascular, perimural and, at times, endomural, 
leukocytic infiltration. The mesenteriolum exhibited in every 
case traces of the former inflammatory processes in the form 
of newly built connective tissue bands, of endovasculitis and 
perivasculitis, ‘perineuritis and endoneuritis, accumulations of 
histiocytes and lymphoid cells and, at times, typical formation 
of lymphoid follicles. The histologic study of the mesenteriolum 
is of importance in the fixing of a pathologic diagnosis of 
appendicitis. The local as well as the reflex pains of appendi- 
citis are caused by mesenteriolitis. The mesenteriolum acts 
as the first barrier to the infection spreading from the appen- 
dix. The symptomatology of acute and chronic appendicitis 
is expressed by pains originating in pathologic alterations in 
the mesenteriolum and the mesentery. Pain and local tender- 
ness are not pathognomonic for appendicitis, since mesenterio- 
litis and mesenteritis, which cause them, may be produced by 
other disease processes in this locality. The local symptoms 
support rather than decide the diagnosis of appendicitis. Per- 
sistence of symptoms after the removal of an acutely inflamed 
appendix is due to the persisting mesenteriolitis and mesen- 
teritis. Physical therapy is indicated in such cases. Theoreti- 
cally one might urge an operation, aiming at the interruption 
of the impulses of pain by sectioning the ileocecal nerve. The 
possibility of the flaring up of a latent infection in the mesen- 
tery must not be lost sight of in operating in cases of interval 
appendicitis. 


Deutsche medizinische Wochenschrift, Leipzig 
60: 1663-1702 (Nov. 2) 1934 
Organization of Prophylactic Inoculation Against Diphtheria. M. 
Gundel and F, Miller-Voigt.—p. 1663. 
Shock Syndrome. V. H. Moon.—p. 1667. 
Diagnosis of Predisposition to Collapse. S. Rusznyak, S. Karady and 

D. Szab6é.—p. 1670. 

*Is Diabetes Insipidus a Genitohypophyseal Disorder? F, Lickint.— 
. 1672. 

Vesihealiaes, Late Reaction and Late Encephalitis. E. Thomas.—p. 1673. 

Comparative Experiments on Stimulating Action of Lobeline and of 

Carbon Dioxide on Morphinized Respiratory Center in Rabbits. B. 

Behrens and W, Graubner.—p. 1675. 

Retarded Sedimentation Speed of Erythrocytes. G, Roesler and J. 

Meisel.—p. 1677. 

Is Diabetes Insipidus a Genitohypophyseal Disorder? 
—Lickint says that diabetes insipidus was formerly considered 
a hypophyseal disorder. In view of the relations between the 
anterior lobe of the hypophysis and the gonads and the fact 
that in other diseases of the hypophysis, such as acromegaly, 
gigantism, hypophyseal obesity, adiposogenital dystrophy and 
eunuchoid gigantism, there frequently exist disturbances of 
potency and other gonadal disorders, it is probable that at 
least the genuine form of diabetes insipidus is a genitohypo- 
physeal and not primarily a hypophyseal disorder. He con- 
sidered this the more probable after observations on twelve 
male patients with diabetes insipidus. A number of other 
reports call attention to the much higher incidence of diabetes 
insipidus in men than in women. He thinks that the male 
gonad plays an important part as an eliciting factor of diabetes 
insipidus. Six of ten patients observed by him had distur- 
bances of potency before diabetes insipidus became manifest 
and these disturbances became more severe later. In_ this 
connection it is pointed out that the hypophysis has been known 
to increase in size following extirpation of the male gonads. 
Treatment with testicular preparations was tried in one of the 
author’s cases, while in the others only hypophyseal prepara- 
tions were employed. There was a favorable response to the 
testicular preparations. The author concludes that an exogenic 
noxa, such as an infection or a trauma, may be the eliciting 
factor in so-called symptomatic diabetes insipidus. However, 
a disturbance of the gonads is responsible in the genuine form, 
at least in some of the cases. 
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60: 1703-1742 (Nov. 9) 1934 

Examination of Ear, Nose and Throat. W. Uffenorde.—p. 1703. 

Death Caused by Internal Diseases in Its Relations to Time of Day and 
Year. R. Wigand.—p. 1709. 

Shock Syndrome. V. H. Moon.—p. 1711. 

*Ninhydrin Reaction of Serum for Diagnosis of Cancer. 
Facius and F. Witting.—p. 1714. 

First Brucella Abortus Infection in Turkey. O. Serefettin.—p. 1723. 

*Behavior of Eosinophile Cells in Itching Skin Diseases. H. L. Salisco. 
—p. 1723. 

Cosmetic Powders as Carriers of Infection. 


Ninhydrin Reaction of Serum for Diagnosis of Cancer. 
—Lehmann-Facius and Witting point out that Abderhalden 
introduced a ninhydrin reaction in 1927, which subsequently 
was modified by other investigators, and describe their own 
technic of the ninhydrin reaction as follows: Two cubic centi- 
meters of active serum from a patient together with 0.2 cc. of 
fresh normal guinea-pig serum that had been diluted with an 
equal amount of physiologic solution of sodium chloride is 
mixed in sterile test tubes. The tubes are plugged with sterile 
cotton and placed in an incubator (37 C.) for from eighteen 
to twenty-four hours. Then 5 cc. of pure 96 per cent alcohol 
is added and the tubes are boiled in the water bath until the 
alcohol has boiled up once. This is followed by filtration into 
new tubes through a Schleicher-Schiill filter No. 595. To this 
alcohol filtrate is added 0.1 cc. of a 1 per cent alcoholic solution 
of ninhydrin. A glass rod is placed in the tube and the contents 
of the tube are boiled for ninety seconds under constant move- 
ment over the Bunsen burner. In a control series 0.2 cc. of 
the patient’s serum is mixed with 0.2 cc. of physiologic solution 
of sodium chloride, and 0.2 cc. of twice diluted guinea-pig 
serum is mixed with 0.2 cc. of physiologic solution of sodium 
chloride. Specimens of serum of which the alcoholic filtrate 
produces with ninhydrin a noticeable blue coloration may be 
considered positive, while the controls remain either water 
clear or show a slight yellow. It has been observed that 
particularly in the positive tests the alcohol filtrate boils down 
considerably. In that case it must be filled up to the original 
amount by the addition of alcohol. The reading should always 
be taken against a white paper background. According to the 
intensity of the blue coloration, various degrees of reactions may 
be distinguished. The blood specimen with which the reaction 
is made should be withdrawn in the morning while the patient 
is still fasting. The serum should be poured off and centrif- 
ugated soon after it has become separated from the clot so 
as to prevent the passage of hemoglobin into the serum. The 
test should be begun on the same day on which the blood is 
withdrawn. The same rules apply to the guinea-pig serum. 
The examination of 415 serums revealed that the ninhydrin 
method indicates the presence of carcinoma in about 70 per 
cent of the cases, while 90 per cent of the patients who are 
free from it give negative reactions. The ninhydrin method 
is based on the fact that the serum protein of patients with 
cancer is attacked by the antibodies contained in normal serum 
(guinea-pig serum); in this process alcohol soluble cleavage 
products are produced, which can be demonstrated by means of 
ninhydrin. 

Behavior of Eosinophils in Itching Skin Diseases.— 
To determine whether there are connections between the 
behavior of the eosinophils of the blood and the itching in 
certain skin diseases, Salisco examined patients with various 
skin diseases. In patients with eczema, he generally observed 
an increase, but the eosinophil count was never high and there 
was no parallelism between itching and eosinophilia. Cases of 
pruritus showed greater uniformity, the eosinophil count being 
on the upper limit of the physiologic values. The blood picture 
in lichen Vidal disseminatus showed a pronounced eosinophilia, 
but there was no relationship between the degree of eosinophilia 
and the intensity of the itching. In cases of scabies the behavior 
of the eosinophilia was not uniform, but the values were gener- 
ally rather high. In urticaria developing after ingestion of 
strawberries, the eosinophils were considerably increased. After 
three days the values returned to normal and there was parallel- 
ism between the itching and the increase and decrease in the 
number of eosinophils. The eosinophil values in pyodermia 
remained within normal limits. In a case of dermatitis herpeti- 
formis Duhring fluctuating values were noticed but there was 
no accumulation of eosinophils in the itching skin areas. In 
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pemphigus vulgaris there was only a slight increase in eosino. 
philia; however, large numbers of eosinophils were detected in 
the blisters. The author thinks that in dermatoses eosinophil, 
and itching seem to be connected in that both are caused by 
an alteration of the skin. Itching seems to develop in response 
to the slightest, not yet visible, tissue infiltration, whereas 
pathologic changes in the number of eosinophils seems to develop 
only in response to graver disorders (disintegration of epithelia 
liberation of parenteral proteins that exert a toxic influence), 
Eosinophilia and itching do not have to run parallel but may 
do so in cases in which irritation of the nervous system and 
of the blood forming apparatus are equally severe. The author 
further points out that, if the disease process persists for longer 
periods, well formed eosinophils are replaced by those that 
show signs of degeneration. In severe disorders that terminate 
fatally, a transformation of an eosinophilic blood picture into 
an aneosinophilic one seems to take place. 


Deutsche Zeitschrift fiir Chirurgie, Berlin 
243: 761-822 (Nov. 5) 1934 
Neuropathic Joint Disease. E. Bergmann.—p, 761. 
ne and Hyperthyreosis. H. Hanke and E. Widmann, 
—p. 772. 
“Effect of Loss of Chlorides on Intestinal Activity. 
Loeser.—p. 781. 
ae the Knee: So-Called Posttraumatic Dry Knee. A, Jirasek. 
POM rene Rupture of Biceps and Its Treatment. H. Hanke.—p. 807, 
Effect of Loss of Chlorides on Intestinal Activity— 
Eitel and Loeser removed pieces of small intestine of from 
1.5 to 3 cm. in length from guinea-pigs and rabbits and placed 
them in a modified Locke’s solution. Physostigmine or prostig- 
mine in a dilution of 1: 20,000,000 was added for its peristaltic 
effect. The peristaltic movements of the intestinal segments 
were recorded by means of a kymograph. Three modified 
solutions were likewise experimented with in which the sodium 
chloride content was raised 50, 75 and 100 per cent, respec- 
tively. The behavior of the intestine was the same when it 
was placed in Locke’s solution that did not contain sodium 
chloride, and when to the same solution sodium sulphate, sodium 
nitrate or sodium acetate was added. These solutions failed 
to influence the peristaltic effect of physostigmine. When the 
pieces were placed in Locke’s solution that was not deprived 
of its sodium chloride, the normal peristaltic movements devel- 
oped after a few minutes, The authors conclude that a certain 
amount of chlorine ions is essential in order to provoke the 
peristaltic effect of certain medicaments. To test their conten- 
tion in vivo, the authors placed guinea-pigs on a diet capable 
of reducing the chloride content of the blood. This consisted 
of corn washed in distilled water. They were given abundant 
lime water. Theobromine sodiosalicylate, 1 Gm., was given 
daily. When the chloride reduction reached the point of pro- 
ducing convulsions, the animal was killed and segments of the 
intestine were removed. These segments, when placed in 
Locke’s solution with a reduced chloride content, failed to 
show spontaneous active peristalsis characteristic of the intes- 
tine of a guinea-pig. These experiments demonstrate the effect 
of hypochloremia on intestinal peristalsis. They likewise explain 
the therapeutic effect of administration of hypertonic solutions 
of sodium chloride in ileus as recommended by Orr and Haden. 
Posttraumatic Dry Knee Joint.—Jirasek defines a dry 
knee as a condition of the knee joint in which, in the course 
of an operation undertaken because of symptoms following an 
injury, no fluid or only a slight amount is found. He observed 
this condition in twenty-four cases. The subjective symptoms 
were diffuse pains in the knee, limited and painful movements 
and uncertainty of the knee. Among the objective symptoms 
were noted limitation of flexion, less frequently of extension 
and, in most cases, limping. The extension symptom as well 
as tenderness of the inner aspect of the joint were frequent. 
Atrophy of the quadriceps was commonly observed. Acoustic 
phenomena were present in half of the cases. In sixteen n0 
fluid was observed in the joint during the operation, while in 
eight only traces were observed. It is uncertain whether this 
condition constitutes an independent nosologic entity, a func- 
tional state or a definite disturbance of the synovial membranes. 
The remote results and the proper treatment of these cases 
are as uncertain as the cause itself. 
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Klinische Wochenschrift, Berlin 
13: 1521-1560 (Oct. 27) 1934. Partial Index 

Experimental Cirrhosis of Liver and Its Relation to Etiology of Human 

Cirrhosis. V. H. Moon.—p. 1521. 

Significance of Lactic Acid for Cardiac Metabolism. A. Riihl.—p. 1529. 
*Action of Vitamin A on Serum Cholesterol of Human Subjects. F. 

asch.—p. 1534. 

Fer ir of Blood Eosinophilia in Epinephrine Leukocytosis. M. Dobreff, 

L. S. Doitschinoff and B. Marinoff.—p. 1536. 

*Action of Antianemic Liver Extract in Experimental Toxic Anemias. 

K. Paschkis and G, Taylor.—p. 1538. 

Vitamin A and Serum Cholesterol.—Lasch approached 
the problem of the action of vitamin A on the cholesterol con- 
tent of the serum from two points of view. He studied (1) 
whether it is possible to increase the serum cholesterol of 
human subjects just as has been done in animals and (2) 
whether a regulating action of the liver on the cholesterol 
metabolism can be found by the determination of the different 
cholesterol fractions. He observed that if from 40,000 to 
80,000 rat units of vitamin A is administered three times daily 
to human subjects, an increase in the cholesterol content of 
the serum becomes manifest in from five to ten days. The 
increment is due primarily to an increase of the cholesterol 
esters; and this indicates a direct action on the regulatory 
function exerted by the liver on the cholesterol metabolism. 

Antianemic Liver Extract in Toxic Anemia.—Paschkis 
and Taylor point out that pernicious anemia is classified with 
the hemolytic anemias and that for this reason it was logical 
to examine the action of antianemic liver extract on experi- 
mental hemolytic anemias, The experimental anemia that has 
been examined most frequently is the one produced by phenyl- 
hydrazine. Some investigators have maintained that liver 
extract has no influence on this type of anemia, while others 
have stated that liver extract would cure this type of anemia. 
A protective action of liver extract against poisoning with 
phenylhydrazine appeared dubious to the authors, because the 
anemia induced by means of phenylhydrazine differs essentially 
from pernicious anemia. They decided to duplicate the experi- 
ments of the investigators, who asserted that they observed a 
protective action of liver extract against phenylhydrazine poi- 
soning. The authors made their experiments on rabbits instead 
of on dogs and found that liver extract never exerts a protec- 
tive action against a subsequent phenylhydrazine poisoning. 
Then they studied saponin anemia and found that treatment 
with liver extract prevents saponin anemia in rabbits. They 
discuss the significance of this observation for the hypothesis 
of the action of liver therapy and assume that liver extract 
counteracts a toxic influence in pernicious anemia. 


Monatsschrift f. Geburtshiilfe u. Gynakologie, Berlin 
98: 1-128 (Oct.) 1934 
*Influence of Thyroxine on Blood Coagulation and Its Use in Prophylaxis 

of Thrombosis. F, Kausch.—p, 1. 

Gonorrhea in Women, Particularly Its Treatment. F. Heimann and 

F. Schrenk.—p, 10, 

*Management of Delivery Without Protection of Perineum. S. A. Fray- 

mann.—p, 23, 

Overly Large Twins, K. Holzapfel.—p. 30. 
Section of Pelvis or Cesarean Section? K. Holzapfel.—p, 31. 
Modification of Electrocardiogram by Pregnancy and Delivery. H. 

Eufinger and H. Molz.—p. 34. 

Thyroxine and Blood Coagulation: Prophylaxis of 
Thrombosis.—Kausch describes observations on the coagula- 
tion of the blood following intravenous administration of thy- 
roxine and also after the oral administration of another 
thyroid extract. He found that several days of administration 
of thyroid extracts produced a retardation of the coagulation 
of the blood in the minority of the cases and only in a slight 
degree. However, he believes that in spite of this the medica- 
tion with thyroid extract is helpful in the prophylaxis of the 
postoperative thromboses and embolisms, for the thyroid extract 
stimulates the circulation and the metabolism and incites the 
patients to greater mobility. 

Management of Delivery Without Protection of Peri- 
neum.—Fraymann designates as “protection of the perineum” 
all the manipulations employed in facilitating the passage of 
the fetal head through the vulva. He compared deliveries in 
which the perineum was given protection (2,000 cases) with 
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those in which this was not done (762 cases). He found that 
in primiparas the perineal tears were by 7 per cent more fre- 
quent in the absence of perineal protection than with it; in 
multiparas the incidence was higher by 6.1 per cent. The 
smallest fetus causing a rupture in a primipara with perineal 
protection weighed 2,000 Gm. and in a multipara 2,220 Gm. 
The largest fetus that did not cause a tear in a primipara 
without perineal protection weighed 4,450 Gm. The puer- 
perium takes a more favorable course without perineal protec- 
tion than with it. A comparison of the two groups (without 
and with perineal protection) without ruptures shows that 
among those with perineal protection the number developing 
fever is much higher. Consequently, those in whom the peri- 
neum was protected have to stay at the hospital somewhat 
longer. Traumas of the fetus were 1.8 times more frequent in 
cases with perineal protection than in those without it, and 
asphyxia of the infants was 7.3 times more frequent. The 
author maintains that without perineal protection severe 
asphyxia or even death of the fetus is almost never observed. 
In managing a delivery without perineal protection, the respira- 
tion of the parturient woman must be given attention while 
the head passes the vulva, so that the passage takes place 
outside of the expulsive labor pains. 


Miinchener medizinische Wochenschrift, Munich 
81: 1679-1716 (Nov. 2) 1934. Partial Index 

New Possibilities of Diagnosis of Anemia (Results of Erythrocytometry). 
H. E. Bock.—p. 1686. 

Severe Colics of Rectum Following Ingestion of Large Amounts of 
Grapes. O. Rohrhirsch.—p. 1689. 

Religious Psychotherapy. G. Giehm.—p. 1690. 

*Treatment of Sciatica with Histamine [ontophoresis. 
p. 1693. 

Influence of Calcium Salt of Dioxypropionic Acid and of Calcium 
Gluconate on Calcium Content of Serum in Various Modes of Adminis- 
tration. K,. Dirr.—p. 1694. 


Treatment of Sciatica with Histamine Iontophoresis. 
—Dzsinich points out that many investigators believe that 
circulatory disturbances play a part in the pathogenesis of 
sciatica. It is believed that a local vascular spasm retards the 
circulation, and this in turn leads to an accumulation of meta- 
bolic waste products. The ischemia and the waste matters 
irritate the nerve and the surrounding muscles, and painful 
spasms are the result. On the basis of this theory, Deutsch 
developed the treatment with histamine iontophoresis, for, if 
histamine is introduced in this manner, the capillaries become 
dilated, their permeability increases and the arterioles become 
dilated by reflex action. The author decided to try this treat- 
ment in patients with true sciatica. A special type of foil was 
attached to the anode, was dampened and was then applied. 
The foil was applied at four different sites, first on the gluteal 
muscles; then on the popliteal fossa, then on the ankle and 
finally on the antagonistic muscles of the extensor side of the 
thigh. The negative pole, in the form of a large, flat electrode, 
was applied to the thorax. The author considers it advisable 
to employ a battery current. He began the treatment with 
from 6 to 8 milliamperes, applying the electrode for from 
three to four minutes to the sites mentioned. The treatment 
was repeated daily and the strength of the current was grad- 
ually increased. Of the thirteen patients treated in this man- 
ner, five were completely cured, five showed great improvement, 
two were slightly improved and one remained unchanged. 
Chronic cases were less amenable to treatment than the recent 
cases. The author concludes that histamine iontophoresis is 
as effective as other physical methods and stresses that the 
treatment is simple, short and not unpleasant. 


A. Dzsinich.— 


$1: 1717-1752 (Nov. 8) 1934. Partial Index 

Treatment of Leukorrhea. M. Rodecurt.—p. 1718. 

Proteus Infection in Human Subjects, Particularly Their Surgical Mani- 
festations, W. Block.—p. 1720. 

*Prophylaxis of Diphtheria by Combined Method. E. Kauert.—p. 1723. 

*Diagnosis of Syphilis from Dried Drop of Blood: Suitability of This 
Method for Consultation Hour. P. Dahr.—p. 1723. 

Peculiar Psychogenic Neurotic Syndrome of Eye and Nose. C. L. 
van Steeden.—p. 1726. 

Sitz Baths in Gynecology. H. Ernser.—p. 1727. 


Prophylaxis of Diphtheria by Combined Method.—The 
increasing incidence of diphtheria induced Kauert to protect the 
children newly admitted to his sanatorium by means of passive 
immunization with diphtheria beef serum. Since the protective 
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action of this passive immunization begins to subside after four 
weeks, the author decided to add to this procedure the active 
immunization by diphtheria anatoxin, which becomes effective 
after four weeks. The result of this combined immunization 
surpassed all expectations, for the diphtheria epidemic ceased 
at once in the children’s sanatorium. 

Dry Blood Test for Syphilis.— Dahr describes further 
experiences with Chediak’s method. His first report in the 
Deutsche medizinische Wochenschrift (60:94 [Jan. 19] 1934; 
abstr. THE JourRNAL, March 31, 1934, p. 1113) was based on 
experiences on 600 specimens. Now his observations cover 
1,000 specimens and he has slightly modified his technic. 
Whereas in his first experiments he followed Chediak’s sug- 
gestion and used the “original extract” of the Meinicke clari- 
fication reaction I, he now employs the “original standard 
extract” of the Meinicke clarification reaction II. This is 
advantageous because, if the first extract is used, the blood 
as well as the extract must be diluted with a solution contain- 
ing 3.5 per cent of sodium chloride and 0.03 per cent of sodium 
carbonate and this solution must always be freshly prepared, 
while, if the second extract is employed, it is sufficient to use 
the 3.5 per cent sodium chloride solution without the addition 
and this solution does not have to be freshly prepared each 
time. Moreover, the use of the second extract improves the 
reliability of the test. The author reiterates the advantages 
of the dry blood test, stressing particularly its reliability, 
rapidity, simplicity and inexpensiveness. However, he admits 
that for the clarification of difficult diagnostic problems the 
test alone is not adequate but should be done together with 
several other serologic tests. 


Strahlentherapie, Berlin 
51: 193-364 (Oct. 17) 1934. Partial Index 
Round-Cell Sarcoma. R. Baumann-Schenker.—p. 201. 
*Persistent Cutaneous Carcinomas and Their Cure. A. Hintze.—p. 237. 
*Three Years’ Experiences with Extremely Hard Roentgen Rays in 

Treatment of Carcinoma. E. von Schubert.—p. 271. 

Treatment of Malignant Tumors of Female Genitalia by Means of 

Roentgen and Radium Rays. S. Vidakovi¢.—p. 300. 

Chemotherapy as Most Successful Adjuvant of Ray Therapy in Malig- 

nant Conditions. F. Nahmmacher.—p. 305. 

Ultrashort Waves in Treatment of Malignant Tumors. E. Hasché and 

W. A. Collier.—p. 309. 

Small Field Roentgen Therapy of Deep Lying Tumors. A. Kukowka.— 

p. 312. 

Persistent Cutaneous Carcinomas and Their Cure. — 
Hintze designates as “persistent” those cases of cutaneous car- 
cinoma which, more than five years after the first treatment 
(surgery or irradiation), are not free from symptoms, or, after 
having been free for some time, are again in need of treat- 
ment. He describes observations on seventy-one persistent 
cutaneous carcinomas, of which thirty-nine had first been 
treated surgically and thirty-two irradiated. The majority of 
the carcinomas (sixty-two cases) involved the face. Of four 
cases in which the first as well as all successive treatments 
had been surgical, not a single case was cured. Of thirty-five 
patients who had first received surgical treatment but who 
later had been irradiated, nineteen were cured by irradiation 
in the author’s clinic. Of seventeen patients whose first treat- 
ment had been irradiation (in other clinics) one case was cured 
by an operation, while four were cured by irradiation in the 
author’s clinic. In nine of the fifteen patients who had been 
treated first with radiation in the author’s clinic, multiplicity 
was the cause of the persistence, while in six cases the primary 
focus persisted or relapsed. Of the group who had multiple 
tumors eight are now cured, and of the relapsing group three 
were cured. Two of the three relapsing cases that were not 
cured had been treated with repeated small doses (old method), 
in one the doses had been of medium size, and in none had 
large doses been given during the first treatment. The author 
maintains that persistence in case of cutaneous carcinoma— 
aside from multiple foci—is the result of inadequate primary 
treatment. 

Extremely Hard Roentgen Rays in Treatment of Car- 
cinoma.—Von Schubert states that the women’s clinic of the 
Charité in Berlin has had the use of a gamma volt apparatus 
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for the last three years and thinks that it is now time to give 
a preliminary report about the results obtained with extremely 
high tension in the treatment of carcinoma. Following , 
recapitulation of observations on animals and plants, he states 
that experiments on a paraffin phantom of dimensions corre. 
sponding to those of the human body revealed that in case of 
a tension of 575 kilovolts, of a filter of 3 mm. of copper anq 
3 mm. of aluminum, of a field of incidence of 19 by 19 sq. em, 
and of a focus distance from the surface of 100 cm., 65 ner 
cent of the surface dose was demonstrable at a depth of 10 cm, 
Measurements in the vagina of a patient indicated that aboy 
67 per cent of the administered dose was effective in the pelvis 
The author discusses the number, size and arrangement oj 
the fields, the dose, the intervals between the irradiations, the 
tolerance of the skin, serial and massive irradiations, the addi. 
tion of radium rays, the general reactions, the blood picture 
and the effect on the tumor. Then, after describing the mate. 
rial, he points out that the severest cases had been selected {or 
this treatment. Nevertheless, in carcinoma of the uterine cervix 
several permanent cures were obtained, and in some other 
localizations, such as in the esophagus, at least a temporary 
improvement was produced. In several cases of vaginal car. 
cinoma the results seemed likewise favorable. However, the 
observations so far do not permit the conclusion that the results 
obtained with this method surpass those of other methods, 
But it can be asserted that the normal tissues tolerate this type 
of irradiation relatively well. Moreover, rather large doses 
may be applied within a comparatively short period without 
causing severe cutaneous and general reactions. Thus, if cure 
should depend on the size of the dose, this method would prove 
advantageous. 


Wiener klinische Wochenschrift, Vienna 
47: 1313-1344 (Nov. 2) 1934, Partial Index 
“Behavior of Iodine Content of Blood in Patients with Circulatory Dis. 
ease. F. Kisch.—p. 1317. 
Esophagobronchial Fistula in Case of Esophageal Diverticulum=— 
R. Pape.—p. 1320. 
Rare Sport Injury: Pulling of Left Brachial Plexus During Boxing, 
H. Kraus.—p. 1322. 
ear ea Experiments with Gonadotropic Hormones. H. Ehrlich— 
p. “od. 
Impairment of Kidneys Caused by Deficiency of Sodium Chloride. K, 
Tschilow.—p. 1324. 
Inflammations of Synovial Bursae. E. Freund.—p. 1326, 
—s and Treatment of Hemorrhagic Disorders. H. Lehndorff.— 
p. s 
Iodine Content of Blood in Circulatory Disease.— 
Kisch observed that the iodine content of the blood of patients 
with circulatory insufficiency has normal values even ii there 
exists a considerable increase in the basal metabolism. The 
heightened basal metabolic rate frequently observed in patients 
with heart disease and with cardiac insufficiency, therefore, 
cannot be ascribed to an excessive production of hormones by 
the thyroid. The iodine content of the blood may fluctuate 
slightly when the circulatory disturbance improves or when tt 
becomes exacerbated. However, these fluctuations always 
remain within normal limits and they show no relationship t 
the behavior of the basal metabolism. In a number of obscure 
circulatory disturbances in which there existed changes such 
as increased basal metabolism, tachycardia, slight dilatation a 
the heart and swelling of the thyroid but in which exophthal- 
mos was absent, the iodine content of the blood was normal, 
so that it would not be justifiable to assume the existence o 
hyperthyroidism. In patients with goiter, who had an increased 
iodine content of the blood, there was always exophthalmos and 
profuse blood perfusion of the skin. The question whether the 
increase in the iodine content of the blood is absent also i 
cases of inactive exophthalmic goiter, in which the basal meta 
bolic rate is increased, may be answered in the affirmative. 
Immunization Experiments with Gonadotropic Hor 
mones.—Ehrlich attempted to immunize rabbits and sheep by 
repeated intravenous injections with a gonadotropic hormont 
preparation. He performed these experiments not only because 
of theoretical interest but also because he thought it possible 
to arrive at a method for the diagnosis of pregnancy. "* 
gives tabular reports of various tests and states in the col 
clusion that by repeated intravenous injections it was possible 
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to produce in rabbits and sheep specific antibodies against the 
hormone of the anterior lobe of the hypophysis. It proved 
possible by means of serologic methods to effect a sharp dif- 
ferentiation between two hormones of the anterior hypophysis, 
the gonadotropic and the thyrotropic. He admits, however, 
that in the present status of experiments it is not yet possible 
to employ the immune ‘serums for the early diagnosis of preg- 
nancy. He thinks that a considerable amount of experimenta- 
tion will have to be done before the problem has been completely 
clarified. 
Zentralblatt fiir Gynakologie, Leipzig 
58: 2593-2640 (Nov. 3) 1934 
*Limits of Ability to Recognize and of Responsibility in Tubal Pregnan- 
cies. K. Fink.—p. 2594. 
External and Internal Transmigration of Human Ovum. J. Gosau.— 
», 2599. 
ann Pain: Resection of Superior Hypogastric Plexus to Counteract 
Pain, F. S. Wetherell.—p. 2603. 
Survival of Autotransplanted Ovaries. C. Stanca.—p. 2608. 
Significance of Bag of Waters in Dilatation of Uterine Orifice. K. 
Burger.—p. 2611. 
Formerly Unknown Localization of Relapsing Herpes Simplex During 
Intermenstrual Period. E. G. Abraham.—p. 2616. 
Eczema of Pregnancy Cured by Removal of Focus of Infection. G. von 
Bud.—p. 2619. 


Diagnosis of Tubal Pregnancy.— Among seventy-eight 
cases of tubal pregnancy, Fink states that forty were referred 
to his clinic with an erroneous diagnosis. Some cases were 
wrongly diagnosed as appendicitis, cholecystitis and peritonitis. 
These are the least grave mistakes, since surgery is resorted 
to at once and the condition is clarified by operation. The 
incorrect diagnoses are more reprehensible if the examination 
and the taking of the anamnesis have been inadequate. Under 
those conditions, tubal pregnancies have been diagnosed as dis- 
placement or prolapse of the uterus with tumor or as a cyst. 
In another group of cases, curettage had been done. The 
author admits that the cases presenting typical symptoms were 
hardly ever wrongly diagnosed, but he points out that the 
atypical cases seem to be more frequent. He considers it a 
mistake in clinical instruction to overstress the typical symp- 
toms of tubal pregnancy. The atypical cases should also be 
given attention. 

Resection of Superior Hypogastric Plexus in Pelvic 
Pain.—_Wetherell suggests the resection of the superior hypo- 
gastric plexus in cases of severe pelvic pain. He obtained 
relief in cases of dysmenorrhea, in severe pain of advanced 
uterine carcinoma and in cases in which the usual gynecologic 
operations and the therapeutic measures failed. The necessity 
of diagnosing and treating pathologic conditions of the pelvis 
that are discovered in the course of this operation brings it 
into the sphere of the gynecologist. The author points out 
that it may become necessary to resort to ganglionectomy and 
to ramisection, and in some instances chordotomy may even 
be required. The latter intervention, however, should be done 
by a neurologic surgeon. The author describes the topographic 
conditions of the hypogastric plexus and the method of resec- 
tion and calls attention to certain dangers that must be avoided. 
He stresses the necessity of a careful anamnesis to bring out 
that the pain actually involves the pelvis. 


58: 2641-2704 (Nov. 10) 1934 

Accomplishments and Limitations of Obstetrics in the Home. P. W. 
Siegel—p. 2642. 

Simple, Reliable, Bloodless and Rapid Sterilization of Uterine Tube. 
O. Honcamp.—p. 2654. 

Adenocystic Ovarian Fibroma. O. Frankl and E. Klaften.—p. 2656. 

“Reaction of Uterus to Solution of Pituitary. R. Tachezy.—p. 2663. 

Manual Detachment of Placenta and Significance of Solution of Pituitary 
During Postpartum Period. F. Bachner.—p. 2676. 

Clinical Aspects and Diagnosis of Tuberculosis of Adnexa. R. L. 
Livschina.—p, 2681. 


Reaction of Uterus to Solution of Pituitary.—Tachezy 
states that according to Knaus the uterus of animals as well 
as of human beings ceases to react to solution of pituitary 
with an increase in the tonus as soon as the secretion of the 
corpus luteum becomes active. Knaus had observed that in 
women with a cycle of twenty-eight days this action of the 
corpus luteum is evident from the sixteenth day to the penulti- 
mate day of the cycle. Since the influence of the corpus 
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luteum commences from twenty-four to forty-eight hours after 
ovulation, Knaus reasoned that in a cycle of twenty-eight days 
ovulation takes place between the fourteenth and sixteenth day. 
The author cites several other investigators who studied the 
same problem and shows that one agreed with Knaus while 
two others contradicted him. Then he describes his own studies 
and in summarizing them he states that he was unable to 
corroborate the inhibiting influence of the corpus luteum hor- 
mone on the reaction of the uterine musculature to solution of 
pituitary. In the cases examined by him, the reaction to solu- 
tion of pituitary was most typical during the second half of 
the cycle; that is, during the time the hormone of the corpus 
luteum supposedly exerts its strongest action. In five preg- 
nant women (between the second and fifth months) he obtained 
always positive reactions. On the basis of these tests he con- 
cludes that the ovulation term cannot be determined in the 
manner in which this is done by Knaus. 


Vrachebnoe Delo, Kharkov 
17: 417-480 (No. 7) 1934. Partial Index 


Abdominal Symptom Complex in Thoracic Diseases. E. Ya. Fishenzon. 
—p. 417. 

Influence of Thyroid Function on Results of Volhard’s Test. V. T. 
Boev.—p. 425. 

*Symptoms and Prophylaxis of Ergotism. S. Gaysinovich, E. Kenigsberg 
and A. Kogan.—p. 433. 

Surgical Procedure in Cryptorchidism. A. G. Kiselev.—p. 439. 

Mud Bath Treatment of Gynecologic Patients in Polyclinic Outside of 
Spas. Shuyom, Yudilevich and Ventik.—p. 443. 

*Vascular Pathology of Epidemic Cerebrospinal Meningitis. A. I. Gey- 
manovich and N. I. Golik.—p. 455. 


Symptoms and Prophylaxis of Ergotism.—Gaysinovich 
and his co-workers divide ergot poisoning, resulting from 
ingestion of bread contaminated with ergot, into three forms: 
(1) the spasmotic, (2) the gangrenous and (3) the mixed. 
They have noted in the gangrenous form a stage that they 
consider pregangrenous and capable of regression without 
reaching the stage of gangrene. The spasmotic form was the 
most frequent. Symptoms of intoxication may manifest them- 
selves between the first and the twentieth day after the inges- 
tion of contaminated bread. They consist of vertigo, general 
weakness, somnolence, paresthesias and gastro-intestinal dis- 
turbances. After two or three days there appear intensely 
painful muscle cramps of the flexor groups of hands and feet. 
Occasionally there may be psychic symptoms, such as restless- 
ness, excitement and increased motor activity. Epileptiform 
fits were observed. The gastro-intestinal disturbances consisted 
of vomiting, profuse diarrhea and abdominal pains. The blood 
pressure was raised and the blood picture showed a pronounced 
eosinophilia of from 5 to 19 per cent. There were atypical 
cases showing only severe gastro-enteritis and no spasmotic 
manifestations. The authors call attention to a rare form that 
resembles closely tabes dorsalis. Gangrene of the terminal 
areas of extremities manifests itself from ten to fifteen days 
after the onset of general symptoms of poisoning. The gan- 
grene is preceded by severe continuous pains, coolness and 
bluish discoloration of the extremities. The authors adminis- 
tered intravenously from 15 to 20 cc. of a 3 per cent solution 
of magnesium sulphate daily and felt that the results were 
superior to those obtained from exhibition of the usual nar- 
cotics and bromides. In the pregangrenous form, 1 cc. of 1 
per cent solution of pilocarpine was administered daily because 
of its dilating effect on the blood vessels. 


Vascular Patholegy of Epidemic Cerebrospinal Menin- 
gitis—Geymanovich and Golik found pronounced alterations 
in the blood vessels not only of the meninges but of the brain 
tissue as well in cases of epidemic cerebrospinal meningitis. 
They have observed in the subacute cases in children a well 
developed endarteritis, hyaline degeneration of arteries and 
panphlebitis in the substance of the brain tissue. The menin- 
geal vessels were the seat of endarteritis with hyaline degen- 
eration. Pronounced endarteritis was not observed in young 
adults, in whom the predominating lesion was hyaline degen- 
eration with thrombosis. In patients of advanced age they 
found hyaline degeneration of blood vessels with lymphoid 
infiltration and necroses about the vessels and scattered minute 
hemorrhages. The postmeningitic headaches are probably the 
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result of these vascular alterations. The possibility of vascular 
changes in postmeningitic cases must therefore always be kept 
in mind. 


Acta Obstet. et Gynec. Scandinavica, Helsingfors 
14: 213-337 (No. 3) 1934 

*Diagnosis of Malignant Chorionepithelioma. O. Groéné.—p. 213. 

Paratyphoid Infection of Corpus Luteum Cyst: Case. R. Kaijser.— 
p. 232. 

Applicability of Some Hepatic Functional Tests in Pregnant Women 
and Maternity Patients. K. Lehmann.—p,. 241. 

Necessity of Strict Isolation of Cases of Puerperal Sepsis. S. Clason. 
—p. 289. 

Does Microscopic Diagnosis Afford Prognostic Guidance in Cervical 
Cancer? P. Wetterdal.—p. 302. 

Analysis in Emesis and in Hyperemesis of Pregnancy by Follicle 
Stimulating and Luteinizing Factors. H. Anker and P. Laland.— 
p. 310. 

*Plastic Operation for Vaginal Defect According to Kirschner-Wagner. 
M. Nielsen.—p. 314. 

*External Extraperitoneal Endometriosis. M. Nielsen.—p. 322, 


Diagnosis of Chorionepithelioma.—Groné calls attention 
to the difficulty of diagnosing certain cases of chorionepithelioma 
and shows that the Aschheim-Zondek pregnancy reaction is a 
valuable aid in the diagnosis. He reports the history of a 
woman, aged 28, who developed a hydatid mole immediately 
following the first pregnancy. The mole was expelled and two 
days later the remnants were removed with a blunt curet. 
Immediately thereafter, lutein cysts, each the size of a fist, 
appeared on both sides of the uterus. A month later they had 
almost completely disappeared, but the uterus was enlarged and 
a sanguinolent discharge persisted. On the basis of the micro- 
scopic examination of the material removed by curettage, a 
chorionepithelioma was suspected. The Aschheim-Zondek test 
proved strongly positive, but titration disclosed only 28,000 
mouse units of hormone in each liter of urine. An expectant 
treatment was decided on, and after another two months the 
condition was practically unchanged. The uterus was perhaps 
somewhat larger, but it could be moved. During this time 
there occurred no profuse hemorrhages but there was con- 
stantly a slightly bloody discharge. Repeated curettage revealed 
the same results. The Aschheim-Zondek reaction remained 
strongly positive, but the urine contained less than 28,000 mouse 
units of hormone per liter. Inoculation of curettage material 
into mice gave positive reactions. Following the total extir- 
pation of uterus and adnexa, three months after the expulsion 
of the mole, a typical chorionepithelioma was detected on the 
anterior wall of the uterus. Two weeks after this operation, 
the Aschheim-Zondek reaction was negative. Before discharge 
from the hospital, the patient was given six high voltage roent- 
gen treatments. Six months later the Aschheim-Zondek reac- 
tion was still negative and the patient had gained weight. 
The author reiterates the value of the Aschheim-Zondek test, 
describes the titration method and the examination of tissues, 
and stresses the hormone origin of the lutein cysts. In dis- 
cussing the significance of the negative outcome of the 
Aschheim-Zondek reaction, the author describes a case in 
which chorionepithelioma was suspected on the basis of the 
microscopic observations. Operation disclosed a myomatous 
thickening of the uterine wall with a placental remnant. The 
author does not believe that it is possible to make a general 
rule for cases in which the hormone and histologic symptoms 
point in different directions. The strength of the hormone titer, 
the age of the patient and her desire to preserve the child- 
bearing capacity must be weighed in the different cases. 


Plastic Operation for Vaginal Defect.—Nielsen reports 
the successful plastic formation of a vagina according to the 
method of Kirschner-Wagner. The advantage of this operation 
in comparison with those previously employed is that, by a 
comparatively simple intervention, a vaginal tube is created, 
which is covered with squamous epithelium and, except for the 
lighter color of the mucous membrane, closely resembles the 
natural vagina. The principle of the operation is that from an 
incision behind the small fovea, which in congenital vaginal 
defect is to be found behind the urethral orifice, the surgeon 
penetrates bluntly to the peritoneum in the fossa of Douglas, 
and that, when the canal so formed has been dilated to fully 
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two fingerbreadths, an epithelium-clad prosthesis of rubber 
sponge is inserted. The after-treatment, which begins with 
the removal of the prosthesis from ten to fourteen days ajter 
the operation and consists in daily dilation of the canal formed 
is an important part of the procedure. 


Extraperitoneal Endometriosis.— Nielsen reports two 
cases of external extraperitoneal endometriosis, one vaginal 
and one in the round ligament. Of the theories that have 
been advanced so far (the embryonal, the sero-epithelial, the 
metastatic and the implantation theory) the last mentioned must 
be regarded as accounting most convincingly for the genesis 
of endometriosis. The uterine genesis has been proved for 
both internal and. peritoneal endometriosis. As regards the 
vaginal case, a lesion of the vagina had occurred two or three 
months before the symptoms began to show and it is probable 
that an implantation of endometrial particles into the wound 
had taken place during the subsequent menstruation. In regard 
to the case of endometriosis in the round ligament, it must be 
assumed that an implantation of endometrial particles had taken 
place in a preexisting vaginal process and that the endometriosis 
had spread from there to the round ligament and become estab. 
lished there while disappearing from the serous surface, 


Norsk Magasin for Legevidenskapen, Oslo 
95: 1217-1360 (Nov.) 1934 
*Two-Stage Transvesical Prostatectomy: After-Examination and Clinical 
Study. R. Grgnn and A. Mikkelsen.—p. 1217. 
Fractures of Spine and Resulting Invalidity. N. Paus.—p. 1298. 


*Hormone Investigations in Pernicious Vomiting of Pregnancy. . 
Anker and P. Laland.—p, 1324. 


Two-Stage Transvesical Prostatectomy.—In Grgnn and 
Mikkelsen’s material from 1925 to 1932, suprapubic prostatec- 
tomy was done in ninety-one cases of prostatic hypertrophy and 
eight of prostatic cancer. The average age in the first group 
was 69.33; four patients were more than 81. The gravest 
complication after prostatectomy was hemorrhage, and, after 
cystostomy, uremia. Seven out of ninety-eight cases of hyper- 
trophy ended fatally after the first stage operation, and seven 
of the ninety-one, or 7.7 per cent, after the second stage, giving 
a total mortality rate of 14.3 per cent. The later fate of seventy- 
nine of these patients is known: fifty-four are living and 
twenty-five have died (two as a result of the prostatectomy, 
twenty-three from intercurrent disease). Of the eight patients 
suffering from cancer, one died after operation; of the seven, 
two are living. The authors found that the majority of the 
patients were well after the prostatectomy, capable of work 
according to their ages, and micturating normally. Later, can- 
cerous development was observed in two cases of hypertrophy. 
Prostatectomy is considered the normal method in the treat- 
ment of hypertrophy. The indications are wide. When residual 
urine cannot be eliminated by catheter treatment for a short 
time, prostatectomy should be performed. Contraindications 
are renal insufficiency, grave infection of the urinary tract, 
senile dementia, myocarditis, coronary sclerosis and fatty heart. 
Advanced age is not in itself a contraindication; arteriosclerosis 
and hypertension are only a relative contraindication. Both 
cystostomy and prostatectomy call for preoperative treatment. 
Vasectomy should be done in prophylaxis. The endovesical 
resection method should until further notice be reserved for 
the experienced urologist. The possibility of cancerous devel- 
opment in an adenoma must be borne in mind in every case 
of prostatic hypertrophy. The prognosis for a clinically 
undemonstrable cancer in an adenoma is relatively good on 
enucleation. 


Hormone Investigations in Pernicious Vomiting of 
Pregnancy.—In three of eight patients afflicted with vomit- 
ing or pernicious vomiting, Anker and Laland found subnormal 
values of the anterior pituitary-like principle in the urine; 
these values in the serum were hypernormal in all cases. In 
the six patients in whom analyses of the anterior pituitary-like 
principle were continued during rest in bed and abundant 
administration of fluids, vomiting ceased simultaneously with 
the rise in the content of the anterior pituitary-like principle 
of the urine and the reduction of its content in the serum. 
Control analyses in pregnant women without vomiting showed 
normal values of anterior pituitary-like principle in the urine 
and the serum. 
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